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PSYCHIATRY AT WARD'S ISLAND 40 YEARS AGO* 


BY C. P. OBERNDORF, M. D. 


When I received the invitation to address the staff of Manhattan 
(New York) State Hospital, it gave me great pleasure, for in this 
way I hoped in a small measure to repay the debt which I owe to 
this hospital for the invaluable experience which I acquired here 
some 40 years ago. Aside from the instruction and stimulation 
which I got from those in charge of the work at that time, I think 
that no other way is so effective in acquainting one with the nature 
of mental illness as living among the severely mentally ill—the 
psychotic—over a period of years. For this privilege I am deeply 
grateful. 

Perhaps it may be of some interest to you to hear how one per- 
son happened to choose to go into psychiatry 40 years ago because 
the psychiatric band wagon, currently popular and noisy, was not 
then rolling along so merrily. Today, on the other hand, with the 
demand for psychiatric treatment exceeding the supply, many are 
clamoring to get aboard this vehicle who might not have been suf- 
ficiently interested in 1910 to saunter down the street to watch 
its passing. 

May I tell you a little incident which occurred while I was house 
physician on the second medical division of Bellevue Hospital in 
1908. A patient was admitted suffering from what was called hys- 
terical tympanitis. I have never seen a case of hysterical tympa- 
nitis since, but this man, about 40 years old, would suddenly bal- 
loon out his abdomen until it attained the size of a seven-months 
pregnant woman. After a few hours the distention would spon- 
taneously disappear. It so happened that the visiting physician at 
that time was Dr. C. L. Dana. Perhaps this and some other names 
I may mention later mean very little to an audience of psychia- 
trists today. But Dr. Dana was a man of unusual scholarship and 
clinical skill and undoubtedly one of the leading neurologists of 
the day. At that time psychiatry and neurology were closely al- 
lied in private practice. The so-called nervous cases were treated 
largely with static electricity and the rest cure by neurologists, and 
the state hospitals took care of the “insane.” In New York City 
the number of psychiatrists in private practice did not exceed 10. 


*Presented before the staff of Manhattan State Hospital, Ward’s Island, N. Y., on 
December 5, 1949. 








bo 
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To return to the tympanitic patient. We had used various rem- 
edies on him unsuccessfully. Finally Dr. Dana said: “I’d like you 
to try this. Place two siphons of Vichy on the ice—have them 
very cold—and the next time the patient has an attack, suddenly 
squirt Vichy in his face. The shock may cure him.” A few days 
later, about midnight, a call came to me in the interns’ quarters 
that the patient had had another attack. I hastened down to the 
ward and with the help of the nurse half-dragged the patient with 
his ballooned belly into one of the side rooms where we laid him 
on the floor. The Vichy by that time had been on ice for several 
days. I crept up stealthily behind the victim and squirted the 
Vichy full force in his face. The patient writhed and moaned, but 
nothing happened to the abdomen. Being a conscientious intern, 
I let him have the second bottle. At the time I was not aware of 
what I subsequently came to learn from psychoanalysis—that over- 
conscientiousness is often the result of repressed aggression. 

After the second dose of Vichy nothing happened, and as I stood 
there in the dark side room, with the Vichy bottle dangling from 
my side, looking at the poor wretch shivering on the floor in the 
bubbling water, I felt so ashamed of myself and so humiliated at 
my own futility and at the unfair attack upon the patient that when 
I became acquainted not long thereafter with the approach which 
psychoanalysis made to such conditions, it immediately appealed 
to me as offering a method for relief which at least had a founda- 
tion in reason. 

In 1908 it was considered good practice to complete one’s medi- 
cal education by going abroad, especially to Vienna and Berlin. 
Before deciding on this course I spoke with an old German, Paul 
Frenzel, property clerk at Bellevue Hospital, who acted as the 
counselor and confidant of many of the interns and nurses. He 
knew of the in’s and out’s of the hospital and the trends in medical 
interest. He approved strongly of my plan to specialize in psy- 
chiatry. 

Arriving in Europe I obtained appointments at the clinics of 
Theodore Ziehen in Berlin and of Emil Kraepelin in Munich. The 
latter’s influence still lives in present-day psychiatric thinking. I 
learned nothing of psychoanalysis at either of these two leading 
German clinics, at each of which I remained about three months. 
I had never heard the name of Sigmund Freud mentioned seriously 
until one day in 1909 when I happened to go into a Munich beer 
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hall where American medical students gathered for lunch. There 
Dr. Louis Casamajor, subsequently professor of neurology at Co- 
lumbia University, told the group that “a fellow in Vienna named 
Freud has the goods on hysteria” and advised me to buy one of 
Freud’s books. 

At that time being under the influence of my teachers, Kraepelin, 
Alzheimer, the neuropathologist; and Felix Plaut, a pioneer in the 
study of the Wassermann reaction which had just been discovered, 
I neglected to take Casamajor’s hint that Vienna had something 
really important to offer, and, instead, visited Dr. Paul Dubois in 
Bern. Dubois was a man of international note whose book, Les 
Psychoneuroses, had been translated by Jelliffe and White* in 
1905 and whose work, The Influence of the Mind and the Body, 
contained the essence of many notions currently revived under the 
name of psychosomatic medicine. 

In the treatment of the neuroses, Dubois used what he called 
the suggestive-persuasive method. I found him to be extremely 
affable, ready to show me his sanatorium, a cheerful home-like 
place, and to talk in generalities about psychiatry. When I asked 
him to explain his method to me, he said, “It cannot be done—my 
method is myself,” bringing out distinctly and definitely the idea 
that the personality of the physician may be quite as important 
as the method he uses in psychotherapeutiec work. At the time, 
Dubois was a gray-bearded, patriachal man with a gentle and sym- 
pathetic manner. It was only later when I learned of the dynamics 
of transference that I understood that Dubois represented the 
kindly, trusted father image and that this may have accounted for 
much of his success in re-educating patients to fear no longer, even 
when they suffered from deep-seated conflicts. 

Upon my return to America Dr. Menas S. Gregory advised me 
to continue my psychiatric training at Manhattan State Hospital 
as the most stimulating and progressive center in this country. 
Here, for the first time, I came into contact with psychoanalysis 
in actual practice. So when the two leading clinics in Germany, 
linguistically identical with and geographically adjacent to Austria, 
had ignored Freud’s work; at Ward’s Island the dynamic psychol- 
ogy of psychoanalysis was being used day in and day out to clarify 

*Dubois, Paul: Psychic Treatment of Nervous Disorders. Translated by Jelliffe, 


Smith Ely, and White, William A. Sixth edition revised. Funk and Wagnalls. New 
York. 1909, 
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*Dubois, Paul: Psychic Treatment of Nervous Disorders. Translated by Jelliffe, 
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the psychiatric syndromes of committed patients. Compared to the 
dull, routine examinations to which I was accustomed abroad, the 
strength of this approach surprised and awakened me. The credit 
for this perceptive attitude is due largely to two men with whose 
work you are acquainted, Dr. Adolf Meyer, and Dr. August Hoch. 
Meyer, a Swiss, who came to this country in 1896, had gone to 
Kankakee, Ill., and from there to Worcester State Hospital in 
Massachusetts as director of psychiatry. In 1902, he became the 
first director of the New York State Psychiatric Institute, founded 
to advance psychiatric research and located at Ward’s Island. 
Hoch was also a Swiss by birth but was largely American-trained 
and had spent several years at Bloomingdale (now the Westches- 
ter Division of New York Hospital) as special clinician. It may be 
of interest to note that Dr. William L. Russell in his History of 
the New York Hospital (page 387) mentions that the first refer- 
ence to psychoanalysis at Bloomingdale occurred in the annual re- 
port of 1907, “though probably not the Freudian pattern thereof.” 
However, at the time only Freudian psychoanalysis existed. The 
modifications to Freud’s ideas proposed by Jung and Adler, his 
early enthusiastic adherents, did not ocurr until several years 
later. Russell makes this statement in connection with the work 
of Hoch in changing the largely custodial attitude prevalent at 
Bloomingdale to one of a scientifically based therapy. 

Another figure enters the picture, Dr. Frederick Peterson, who 
from 1902 to 1906 acted as chairman of the New York State Lunacy 
Commission and who was influential in the establishment of the 
Psychiatrie Institute. Peterson, clinical professor of psychiatry 
at Columbia University, had early become interested in the asso- 
ciation test with the galvanometer in investigating mental com- 
plexes—a term originated by Carl Jung of Zurich. Peterson’s 
concepts of the Freudian psychology stemmed largely from adap- 
tations and amplifications made by Bleuler and Jung at the men- 
tal hospital at Burgholzli—the first mental institution to corrobo- 
rate Freudian psychology in general psychiatric practice, and to 
demonstrate the value of the investigation of unconscious factors 
as a prognostic aid. 

Although Meyer appreciated the value of psychoanalytic think- 
ing, he seemed never quite able to reconcile himself to some of its 
fundamentals—notably, the emphasis on sexuality and sexual 
trauma in the development of neuroses. But while Meyer never 
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completely accepted Freud, on the other hand he did not reject 
him. He appreciated the light which psychoanalysis threw upon 
psychotic syndromes and insisted that the staff at Ward’s Island 
be instructed in the use of dynamic approach for interpretation 
and diagnosis. Hoch was perhaps more attuned clinically to psy- 
choanalytie thinking and as early as 1907 presented a paper on 
paranoia before the New York Psychiatric Society in which he 
maintained that “paranoid states were based upon conflicts and 
unhygienie ways of dealing with them and that the psychogenesis 
could be clearly traced when the facts were really accessible.”* 

So it happened that in 1909 in order to keep abreast with the 
spirit of staff conference presentations of newly-admitted patients 
to Manhattan State Hospital, I read Freud’s Three Contributions 
to the Theory of Sex and attempted to understand Traumdeutung 
in German. Both Dr. George Kirby, the clinical director, and Dr. 
Macfie Campbell—who in 1908 had published an article entitled, 
“Psychological Mechanisms with Special Reference to Wish Ful- 
fillment,” and who subsequently became professor of psychiatry at 
Harvard—followed the Freudian approach continuously. While 
there was no formal instruction in psychoanalysis, most of the 
staff learned the hard way, through working gropingly with pa- 
tients—perhaps a little rough on the patients but far better than 
the relative disinterest in their psychological difficulties which had 
preceded it. 

Knowledge of the extreme degrees of mental illness gives the 
physician a perspective of the chance of curing a person who is less 
disturbed. So too, the study of the mentally ill who have become 
psychotic is one of the best means of convincing the novitiate of the 
truth of psychoanalytic mechanisms. With deteriorated patients 
such as one finds in closed institutions the postulates of Freud be- 
come so obvious and undeniable that even one who, like myself at 
that time, doubted the therapeutic value of psychoanalysis, was 
forced to admit the validity of psychoanalytic psychology. As an 
illustration, I should like to refer to a case of dementia precox, a 
middle-aged patient, with whom I came in contact shortly after 
joining the staff. 

This patient spent much of his time in expectorating on his hand 
and wiping the saliva on the walls or the furniture. When this 


*Hoch, August: The psychogenic factors in some paranoid conditions with sugges- 
tions for prophylaxis and treatment. Am. J. Insan., LXIV: 189, 1907-8. 
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procedure was impossible, he would blow his breath onto his hand 
and fling the hand away from his body into the air. Before knowl- 
edge of psychoanalytic mechanisms this might have been consid- 
ered nonsensical stereotopy, but, because of the deeper knowledge 
which the psychoanalytic study of dementia precox had revealed, 
this preoccupation of the patient became clear. It was a means 
that he had devised to rid his body of the filth and disease he fan- 
cied existed there because he thought he had contracted syphilis. 
By that time the Wassermann reaction could be trusted to prove 
that the idea of the patient that he had contracted syphilis was a 
delusion. However, the most obvious way of ejecting from the sys- 
tem such an unwelcome invader as the recently discovered spiro- 
chete would be to blow, spit, urinate or defecate it away. 

From 1909 to 1913 no case supposed to be functional could be 
presented at a staff conference unless some attempt, no matter how 
fragmentary or crude, had been made to investigate the psycho- 
genesis of the illness. At this time emphasis was placed upon sex- 
ual trauma, on ambivalence, on regression and on defensive, com- 
pensatory mechanisms. Others on the staff actively studying the 
new psychology were Dr. David Henderson, now professor of psy- 
chiatry at Edinburgh, Dr. J. T. McCurdy, Dr. Morris J. Karpas, al- 
most a fanatic on the subject, who died in the first World War, and 
Dr. Trigant Burrow. The latter was among the first to call atten- 
tion to the operation of psychoanalytic mechanisms in group ac- 
tivity. His work after leaving Ward’s Island may be regarded as 
precursory to the present-day association of a number of people 
for psychotherapeutic purposes (group therapy). 

Burrow was especially concerned about the artificial situation 
which exists in the psychoanalytic interview, where all external im- 
pacts are excluded and only the psychic interplay between doctor 
and patient is operative. He had the idea, if I understood him 
correctly, that if a number of people could be brought together and 
allowed free expression the impact of continuously active, external 
stimuli would be brought into the psychological situation and pro- 
duce reactions immediately analyzable. Subsequently Burrow 
formed groups for analysis at which he was present but which he 
contended were leaderless. When I asked him whom the partici- 
pants in the group paid he replied that it was he, of course. To 
this, I commented that such a group could not be leaderless be- 
eause both consciously and unconsciously the participants would 
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regard the person whom they paid for service as the leader, the 
responsible one. 

Perhaps I should also mention Dr. Ernest Poate who had a flair 
for writing mystery stories and who was one of the first writers 
to introduce psychoanalytic mechanisms for the solution of mys- 
teries which he contributed profusely to the pulp magazines. This 
type of story retains all of its popularity after 40 years, furnishing 
an escape medium from realistic problems for even the well-edu- 
cated and intellectual. The presence of such men as I have men- 
tioned, with their varied interests in psychoanalysis, living to- 
gether on the island, afforded mutual help, a communal striving 
in learning the essentials of the psychogenesis of schizophrenic, 
depressive and neurotic illnesses. 

The introduction of this new time-consuming method of exam- 
ination and interpretive psychiatry disturbed many of the older 
physicians who had long been largely accustomed to custodial care. 
I recall that at a staff meeting when one of the physicians who had 
been on the staff for 25 years or more was asked by Dr. Kirby for 
his opinion on a case where much psychoanalytic interpretation 
had been introduced. He cleared his throat and replied, “Well, it is 
my impression that since we have added secretaries to the staff 
at this hospital it now takes a full hour to say what we could for- 
merly say in five minutes.” 

Dr. Frederick Peterson, whom I previously mentioned, suggested 
in 1907 to Dr. A. A. Brill, who had been in the New York State 
Hospital service at Central Islip since 1903, that he go to the clinic 
for psychiatry at Burgholzli, of which Dr. Eugen Bleuler was the 
director. It was an auspicious move for Brill, for here he worked 
in a group who had ardently espoused psychoanalytic thinking— 
Bleuler, Carl Jung, Karl Abraham and Franz Riklin—and who 
were not only in close association with Freud but who were con- 
stantly critically discussing and applying Freud’s theories to psy- 
chotie conditions. Brill returned to America in the spring of 1908 
having completed his translation of Jung’s book, The Psychology of 
Dementia Precox, and soon thereafter entered private practice. 
Brill with his buoyancy, his great fervor, his capacity for leadership 
and dauntless courage immediately began to proclaim and demon- 
strate the therapeutic value of psychoanalysis. However, the 
group at Ward’s Island had little contact with Brill, busy with his 
practice and clinic work in Manhattan. Nevertheless, their psycho- 
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analytic work with psychotic and occasionally neurotic cases had 
prepared enough physicians with psychoanalytic orientation so 
that when Brill founded the New York Psychoanalytic Society in 
February 1911 three-quarters of the original membership had been 
recently, or still were, on the staff at Ward’s Island and had ob- 
tained their psychoanalytic insight there. 

Dr. Meyer who had fostered psychoanalytic interpretive pschi- 
atry at Ward’s Island soon left to become professor of psychiatry 
at Johns Hopkins (1910), but interest in the subject was sustained 
and broadened. Subsequently Meyer’s thinking veered to his psy- 
chobiological approach but he never underestimated the light which 
Freud’s unending work had thrown upon psychiatric disorders. 

In this connection I should like to relate a little incident which 
occurred in 1920 after the first World War, when the feeling 
against Germany was still running high. The annual meetings of 
the American Psychoanalytic Association, founded in May 1911, 
had been discontinued for a year or two because of the first World 
War but were resumed in 1919 at Atlantic City. There Dr. Wil- 
liam A. White, one of the first and most effective propagandists 
for psychoanalysis in America, belligerently announced that “the 
time had come to free American psychiatry from the domination 
of the Pope at Vienna” and supported a movement to abolish the 
American Psychoanalytic Association and have its functions com- 
bined with the American Psychopathological Association. This 
would have relegated psychoanalysis to a subsidiary rank. The 
few members present, probably not more than 15, were evenly di- 
vided on this issue and nothing was decided. 

However, at the meeting held in the spring of the following year 
in New York the question again arose of dissolving the American 
Psychoanalytic Association. The proponents and opponents again 
were evenly divided and bitter. After prolonged discussion Dr. 
Meyer arose and in his quiet voice, stroking his beard, a character- 
istic mannerism when he sank into deep thought, said: “I think 
that the contributions of psychoanalysis to the understanding of 
psychiatry have been sufficiently great that some organization 
should exist in this country to guide its destinies.” The weight of 
his opinion turned the balance in favor of continuing the organiza- 
tion. 

I have not mentioned the advances made at Ward’s Island 40 
years ago in the study of those mental illnesses due to organic 
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changes in the central nervous system. Aside from improved tech- 
niques in the staining of nerve tissue and improvement in autopsy 
examinations, a tremendous aid in diagnosis came in the form of 
the Wassermann test, which had reached America about 1908. 
Shortly thereafter the spirochete was discovered as the cause of 
general paresis and for a time there was some doubt as to whom 
the credit for the discovery of the spirochete in the brain should 
be awarded—Hideyo Noguchi or Dr. Joseph Moore who was work- 
ing at the Psychiatrie Institute. But the Wassermann test and 
the cell count of the spinal fluid now enabled the physician to dif- 
ferentiate quite accurately those patients afflicted with general pa- 
resis from the befuddled chronic alcoholics, the senile psychoties, 
the arteriosclerotics and also the old schizophrenics who sometimes 
present a clinical picture not too dissimilar to mildly deteriorated 
paretics. The introduction of the arsenical preparations offered an 
effective prophylaxis against, and therapy for, paresis. 

Public distrust of the mental hospital far exceeded that which 
is prevalent today, and I would relate a little incident which could 
be pertinent today. A colored man was admitted to the hospital 
suffering from moderately advanced paresis. His wife from whom 
I took the history remarked to me, “] was so afraid to have my 
husband come here because I know you are going to kill him, kill 
him sure.” When I tried to reassure her that this was not our in- 
tention and that we would try to cure her husband although the 
outlook was none too hopeful, she seemed appeased and persuaded 
of our good intentions. The salvarsan treatment helped a little 
but he eventually drifted to one of the back wards and became a 
helpless bedridden case. After six months the wife sought me out 
and asked me if I remembered her fear at the time her husband 
entered that he might be killed. When I replied that I remem- 
bered this very well, she said: “Doctor, why don’t you kill my hus- 
band now? He is suffering and of no use.” 

The problem, which this woman presented then, continues today 
—namely, whether some form of euthanasia under the strictest 
legal supervision may not be the most humane method of reliev- 
ing the suffering of patients who are entirely beyond the hope of 
recovery. This might apply especially to those helpless, hopeless, 
paralyzed, demented individuals, whom there are no other reasons 
to keep alive except the unwillingness of society to assume the re- 
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sponsibility and its attendant sense of guilt for ending the exist- 
ence of another fellow-being. 

I have brought along a faded paper which I read before the 
Ward’s Island Psychiatric Society in 1911. It has never been pub- 
lished but it seems interesting even now for I have not since en- 
countered a similar case in practice or the literature.* It con- 
cerned a young man with a compulsion to wander, at the end of 
which wandering he would attempt suicide. He had made 14 such 
flights and eventually did commit suicide by jumping into the swift 
current of the East River here at the island. The paper demon- 
strates the extent to which psychoanalytic orientation had ad- 
vanced here; for, in the interpretation, the flight was considered 
a defense against incestuous fantasies with his sister, in a young 
patient overwhelmed by a sense of guilt that was associated with 
uncontrollable masturbation. 

In conclusion may I say that I think Manhattan State Hospital 
staff members today, as well as I, are fortunate in receiving train- 
ing in psychiatry at Ward’s Island. Forty years have passed, and 
the demand for psychiatrists is increasing, rather than decreasing, 
today. The great hope lies in the prevention of those disturbing 
mental states which keep on crowding our mental hospitals in spite 
of constant building. Perhaps in the wiser training of children 
and with increased tolerance, man will be able to survive the 
stresses and sacrifices which culture imposes so relentlessly upon 
him, and so will succumb less frequently to mental illness. 


40 West 59th Street 
New York, N. Y. 


*This paper is published for the first time in this issue of THE PSYCHIATRIC QUAR- 
TERLY SUPPLEMENT directly following the present article: pp. 11-22. 








STUDY OF A CASE OF SUICIDAL FLIGHT* 


BY C. P. OBERNDORF, M. D. 


NOTE 

This paper is presented here as, in some sort, a logical continuation of the 
paper just preceding this, ‘‘Psychiatry at Ward’s Island 40 Years 
Ago,’’ pp. 1-10, PsycHiATrRIc QUARTERLY SUPPLEMENT, Part 1, 1950. 
In that paper, Dr. Oberndorf told of his experiences as a young psy- 
chiatrist at Manhattan State Hospital and the Psychiatric Institute, 
of psychiatric leaders and colleagues there, and of the development 
there of the then new techniques of psychoanalysis. In this paper, 
written in those days, he presents a case report which illustrates the 
psychoanalytic orientation on Ward’s Island at that time. 


The character of the flights of this patient is distinctive in that 
they present nothing savoring of the aimless peregrinations of 
the imbecile and half-witted, of the confusion attendant upon the 
vagaries in delirious and toxic states, of the haze and amnesia as- 
sociated with the fugues of hysterical patients and epileptics, or of 
the persistent determination which forces some patients with para- 
noia or with paranoid dementia precox to travel for days and 
weeks to accomplish some definite purpose. The superficial symp- 
toms of this patient most closely resembled the “dromomanie” of 
French authors. 

This case is presented partly because it is an unusual type of 
fugue’ and also because there have been 1evealed certain childhood 
impressions and other psychologically-significant expressions 
which seem to some extent to account for the tragic symptoms to 
which the patient fell prey. Although the facts were obtained by 
psychoanalytic methods, the case has not been analyzed because 
of the limited amount of time which was available for such work. 
As a matter of fact, for more than a year before the death of the 
patient, a policy of “laissez faire” had been adopted. Only two 
terminations seemed possible to the writer at the time—an acci- 
dental suicide, paradoxical as the term may seem, or dementia 
preecox. (Suicide by drowning in the East River occurred on Oc- 
tober 26, 1912.) Before admission to Manhattan State Hospital 
in October 1910, the patient had been committed to mental institu- 
tions for two periods of about four months each in 1909 and again 


*Read before the Ward’s Island Psychiatrie Society about April 1911. 








12 STUDY OF A CASE OF SUICIDAL FLIGHT 


in 1910 because of an inexplicable and uncontrollable impulse to 
wander, with attempts at self-destruction, at the end of his fugues. 

Heredity. The patient’s paternal ancestors for at least three 
generations are said to have been “perfectly normal.” The mater- 
nal great-grandfather, however, was of an extremely violent tem- 
per; and the maternal grandfather, an alcoholic, was noted for his 
gross brutality. The mother, who had suffered from an attack of 
depression for which she had been confined to an asylum before 
her marriage to the patient’s father, continued to be subject to 
periods of depression throughout her life and finally died in Man- 
hattan State Hospital from an intercurrent disease during such a 
mental disturbance.*? During her depressions she would lie abed 
for days, entirely oblivious to her duties and surroundings so that 
her husband, a well-educated, and ordinarily a quiet, affectionate 
man, who failed to recognize her exasperating indifference as a 
pathological state of mind, frequently upbraided her in the earlier 
years. Later, when he learned of her aberration prior to her mar- 
riage, he conceived a bitter resentment toward her family for fail- 
ing to reveal her abnormality. As the mother advanced in years 
the depressions increased in number and severity; and, during 
several of them, she would mysteriously disappear for days. It is 
noteworthy that this woman bore seven children in the course of 
15 years, the first two of whom died in infancy; the third of whom 
is normal; the fourth “nervous” but self-controlled; the fifth dead; 
the sixth, the “younger sister,” to be mentioned later, an alert 
though hysterical, emotional and unstable girl; and, finally, the pa- 
tient who was born when “mother was getting worse and worse” 
and who presents an intricate psychopathic personality. 

Personal History. The patient who was born in Wales in 1891, 
had lived in America since the age of two. After a common school 
education at a country district school he was graduated from a New 
York high school in 1908 and then entered Harvard University on 
a Pulitzer Scholarship. In disposition he was always retiring, 
preferring the company of books to association with friends, and 
was sensitive to a fault. Though usually quiet, he would burst into 
fits of temper when aroused—from which he would quickly recover. 
At times he would exhibit transient periods of exhilaration during, 
which he “sang and joked like other boys.” Although he seemed 
to prefer to keep to himself, he attracted many friends, as his per- 
sonality appealed to people. Some years before his first admis- 
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sion, he had formed an attachment for a young girl to whom he 
wrote ardent letters, though she replied only in friendly terms. 
He was not addicted to intoxicants or smoking, nor had he suffered 
from venereal disease. 

Mental Disorder. The first evidence of abnormality manifested 
itself in March 1909 when he suddenly left college for Providence, 
R. I., where he boarded a steamer for his home in New York City. 
Upon his arrival here he consulted his family physician whom he 
told of his practice of “self-abuse” and thereupon was sent for a 
rest to his grandmother’s farm in Vermont where he remained for 
only three weeks before returning to Harvard. Shortly thereafter, 
he became disturbed again. He destroyed his family photos, school 
pennants, papers and pillows, saying he had no further use for 
them. After telling a friend that he had purchased a steamboat 
ticket for New York with the intention of jumping off the boat, he 
set fire to some of his own belongings but destroyed nothing of his 
landlady’s. Following this episode, he again returned to the Ver- 
mont farm where he remained only eight days before he tried to 
walk to Rutland about 18 miles distant. In May 1909, now 18 years 
old, he again disappeared and could not be traced for a few days 
until he was picked up in Chicago by the police who notified his 
relatives. 

He was treated at a hospital for the insane until October 1909, 
but upon his release, after working for six weeks, he suddenly 
vanished and was not heard from until he wrote from Buffalo 
where he had visited Niagara Falls with the idea of drowning him- 
self “but lacked the courage.” 

On December 27, 1910 he went to Danbury, Conn., where, after 
registering in a hotel under an assumed name, he bought eight 
ounces of chloroform with which he attempted suicide. He failed 
also in this attempt and was returned to New York to Middletown 
State Hospital from which he had escaped in July 1910. His rela- 
tives sent him to a farm on Long Island where he remained only 
a few days when he suddenly made his appearance at Port Jervis 
where the police took him into enstody as a vagabond. 

Physically the patient is a well built, active, good-looking youth 
who, except for a furtive glance and an anxious expression, which 
manifests itself occasionally, makes an exceptionally good im- 
pression. 


PART I—1950—B 
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The patient attributed his desire for suicide to the inability to 
overcome the habit of masturbation and described his feelings as } 
follows. “The desire to do away with myself comes as a result of 
a relapse into the habit which occurs about every three weeks. The 
very fact of having that relapse makes me disgusted with myself 
and things in general, especially myself. At those times, more 
than others, I have a fear that this habit is going to cause my life 
to be a failure.” 

Examination. The investigation* of the underlying factors 
which might account for the unusual symptom-complex elicited the 
following facts: On being questioned about his family it appeared 
that his recollection of his father who died when the patient was 
only five and one-half years old had become very indistinct. He 
was strongly attached to his mother, however, and recalled that she 
suffered from spells of some kind during which she “would lie abed 
for days,” and that even during intervals when she appeared quite 
normal she had repeatedly threatened to take her life. He de- 
scribes his younger sister as being tall and slim and adds “she also 
looks very much like mother.” 

The earliest event which the patient can recall occurred at the 
age of five when his mother had lain in bed all day afflicted with 
one of her attacks so that when his father returned in the evening 
the household tasks remained untouched. A violent quarrel ensued 
between his parents, during which the father dragged the mother, 
half-dressed, out of her bed and threw her downstairs. The pa- 

*This was undertaken through an association test, which furnished many clues, 
through requesting the patient to write a list of his five favorite colors, foods, actresses, 
plays and books, which I have found an excellent means of determining a patient’s predi- 
lections; through dreams which, however, have only been analyzed to a limited extent, 
and finally through hypnoidal fancies. 

Inasmuch as the patient is an unusually good hypnotic subject, I have been enabled 
to ascertain facts in the hypnoidal as well as in the waking state. On the whole, the 
thoughts expressed in the latter condition were more spontaneous, and thought associa- : 
tion seemed to go farther. 

As a matter of experiment I repeated the association test which I had performed in 
the waking state upon the hypnotized patient and found that the average time for reply 
to the stimulus word was slower, the number of retardations greater but usually on the 
same words as in the waking state and the explanations of the retardations less satis- 
factory. When the patient was asked to jot down his impressions in doing the associa- 
tion test while hypnotized, he wrote the following: ‘‘ First, my mind was slower to react 
and seemed more anxious to make no blunders; second, my mind was not absolutely 


free to act as it wished because of the fact that I had been over the test before and 
finally I was far from being so eager and alert to throw myself into the thing.’’ 
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tient was huddled together with the other children at the foot of 
the stairs, became very much frightened at the struggle he wit- 
nessed and began to cry bitterly. His older sister and brother at- 
tempted to console him. 

When the father died about six months after this incident, the 
children were sent to the farm of the paternal grandparents in 
Vermont where, during the first winter, the patient, who was not 
quite six years old, slept regularly with his “younger sister,” five 
years older than he. Only on one occasion did they attempt coitus 
but for several years excited each other through mutual genital 
stimulation. He recalled when he was about eight, while he and 
his younger sister were coasting, she tumbled and lay on the 
ground for some time pretending that she was dead. Not realizing 
it was a joke he became greatly frightened and remembers his in- 
tense satisfaction because she had not died.* 


A male cousin, about six years older than himself, taught him 
manual masturbation at the age of eight, and he found the sensa- 
tion decidedly pleasurable. Stimulated by this new knowledge, he 
again proposed intercourse to his sister but she, now having grown 
older, indignantly rebuked him. As the entire family had been pi- 
ously raised he felt he had proposed “something almost sacrile- 
gious.” Nevertheless, the rebuff did not deter the patient from 
continuing frequent masturbation. When shortly after this he at- 
tempted to induce a younger boy to masturbate, the latter became 
alarmed and promptly told his mother who in turn communicated 
the fact to the patient’s aunt. The latter impressively told him 
that the things she heard he was doing would “make him crazy if 
he ever did it again” and made him solemnly swear not to do so. 
This warning was sufficiently impressive to make the patient cease 
masturbation for about six years—that is, until he had reached the 
age of 14—although he was constantly struggling to restrain sexual 
impulses. 

In 1905 his mother died, and, as she had always been a com- 
panion to the patient, he found himself more and more isolated and 
solitary. Now he resumed masturbation and experienced momen- 
tary pleasure which immediately transformed itself into a panic 
at the idea that the habit might ruin his life. He sought sublima- 

*Up to this point the paper follows closely the wording of the original presentation. 


Upon rereading the paper 40 years later I find that it contains much repetition and 
from now on many details which are unimportant have been omitted. 
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tion by applying himself more assiduously to his school work; but 
one morning when the principal publicly addressed the students 
on sexual hygiene, particularly condemning masturbation, the con- 
science-stricken patient wrote a letter to the principal explaining 
his own difficulties and begging forgiveness. The principal asked 
him to come to his office, encouraged him to combat his desires and 
as an aid suggested the application of cold, wet cloths to the geni- 
tals and long walks in crowded, well-lighted thoroughfares. Never- 
theless, the impulse would become overpowering during his loneli- 
ness and did not yield to the long walks. He attempted to over- 
come his difficulties by studying even more diligently and made ex- 
cellent records. In school he maintained pleasant and active, 
though never very intimate, relations with his schoolmates. 

In the nature of a celebration at the happy termination of his 
school course, he went on an excursion with his sisters to Niagara 
Falls where, at the first sight of the torrent, he thought that he 
might commit suicide. Then he and his younger sister jumped on 
a rock a little distance from the bank where she suggested that 
they might slip into the water together. 

He entered Harvard the next fall with some reluctance as he 
feared that being away from the home environment might make 
the struggle with masturbation more severe. College life proved 
a distinct disappointment as he failed to find the sociability and 
free conviviality which he had fantasied would exist there. He 
was harassed by his habit and by a constant fantasy of seeing his 
sisters nude when he returned home at Christmas. After the 
Christmas vacation he yielded to masturbation with such aban- 
donment that, because of the resulting exhaustion, he could not 
attend lectures and allowed his work to fall in arrears. At this 
time he decided to leave college fearing that the cause for his de- 
cline in standing might be discovered. 

From then on up to his admission to the hospital, one and a 
half years later, the patient ventured upon 14 distinct flights of 
varying lengths, but all fundamentally similar in that they were 
compulsive and often with no definite destination, no mental con- 
fusion but, in the back of his mind always, the idea of suicide at 
the end. It will suffice for purposes of illustration to describe the 
general characteristics of the first and fifth flights. 

Having decided to leave Harvard late in March 1909, he first 
masturbated and then set fire to a long English theme, over which 
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he had been working for two to three months—to burn his bridges 
behind him, as he says. He recalls minutely all events subsequent 
to this, even to the good breakfast he ate, the trolley car he took 
to the station and the train which he boarded for Albany with the 
intention of going to Niagara Falls. As he left Cambridge he not 
only began to feel easier but a rather unnatural elation gradually 
replaced his depression, so that, toward the end of the trip which 
occupied an entire day, he wavered more and more in his purpose 
of going to Niagara Falls and of committing suicide. 

By the time he had reached Albany he became obsessed by an in- 
tense desire to return home. The thought came to his mind that 
he had traveled to Niagara Falls the previous summer with his 
sister on the Hudson Day Line. He sauntered to the river bank 
where he then felt compelled to take a boat back to New York. On 
his arrival there he sought the same restaurant that he had visited 
the summer before with his sister. Not wishing to alarm his sis- 
ters by his sudden appearance, he first went to the family physi- 
cian to whom he had confided the secret of his masturbation the 
year before. When the younger sister learned, through a friend, 
of her brother’s unexpected appearance at home, she immediately 
left her work to see him, and in her presence the patient “felt re- 
lieved.” She began to ery. 

Inasmuch as only three weeks remained before the Easter vaca- 
tion, the physician advised a rest at the Vermont farm where he 
soon succumbed to masturbation. 

After the patient’s fourth flight he was sent to Bloomingdale 
Hospital where he learned to swim—perhaps his desire to do so 
may have originated in a subconscious desire to eliminate the pos- 
sibility of suicide by drowning. After discharge from the hospital 
in October 1909, there was an episode in which the patient and 
sister played “flirtation”; and the patient finally forced his sister 
in her negligee to the couch and she yielded to his kisses. Upon 
separation he immediately left the house to pace the streets for 
hours. 

The fifth, a typical flight, followed not long after the foregoing 
incident, and was accompanied by an act of destruction—this 
time destruction of a scarfpin in the form of a wishbone with an 
opal at the junction of the two bones (the symbolism is evident). 
Like all the other flights it was preceded by masturbation and a 
suicidal impulse. The latter was partially, though not completely, 
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relieved by long wandering during the night in Westchester 
County. The next day, after withdrawing all his savings from the 
bank, he traveled all night to Cleveland, Ohio. After masturba- 
tion, the suicidal impulse became more insistent than ever before. 
Instead of attempting suicide, however, the patient cut a slit in 
the hair-stuffed mattress of the bed in his dingy hotel room, buried 
his watch in this and dashed his fountain pen into the rent which 
he had made. After this he covered the aperture and left both 
articles in the mattress. He scrawled a postal to a distant friend 
in Philadelphia, saying good-bye forever. He then bought a ticket 
for Niagara Falls where he had the intention of crossing to the 
Three Sister Islands, the point which he had selected for throwing 
himself into the water. However, his courage failed him again, 
and he journeyed afoot all the way to Buffalo and found himself 
at the end of this long walk free from his dejection. In Buffalo he 
worked for a week but, after the usual cycle, again started for 
Niagara Falls on foot in a blinding snowstorm and became more 
contented and relieved as he walked. At the end of the long, hard 
trip he no longer felt inclined to self-destruction. 


INTERPRETATION (ORIGINAL MANUSCRIPT) 

Paramount features in connection with the case are: 1. The de- 
struction of personal property precedes the beginning of a flight. 
2. The cause for the wandering is definitely attributed to the desire 
to escape from the habit of masturbation. 3. The object of the 
flight is nearly always suicidal. 4. The patient is entirely clear 
throughout his wanderings. 5. The fugue usually diminishes his 
depression. 

It is striking that the patient has never attempted suicide with- 
out first wandering from the place where he masturbated, and that 
although he has started with the intention of self-destruction on 
perhaps eight or 10 occasions, he has never accomplished his aim. 

In attempting to correlate the anomalous symptom-complex with 
the patient’s previous life, certain facts present themselves. Nat- 
urally, such an involved case, the study of which must necessarily 
be incomplete and in which many unconscious influences can only 
be surmised, admits a wide range of interpretation, but it seems 
evident that the patient’s malady is quite definitely related, not 
only to hereditary influences, but to the childhood impressions and 
episodes already chronicled. The sexual instincts first aroused at 
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the age of five and one-half years apparently have strongly af- 
fected his sexual longings throughout life. Not only was the sex- 
ual excitement in childhood premature, but frequent and prolonged, 
so that it made a tremendous impression on his mind. Although 
the sister acted the role of the aggressor in most of their early in- 
dulgences, which might be natural in view of her seniority, the 
patient never played the passive role consistently. 

Although manual masturbation at the age of eight was distinctly 
gratifying and the urge for intercourse had already been aroused 
by his sister, he might perhaps have continued to puberty or be- 
yond in comparative calm had not other factors influenced his sex- 
ual life. Notable was his cousin’s suggestion that heterosexuality 
with his sister might afford greater enjoyment than self-abuse. 
The sister’s indignant rebuff of his proposal impressed upon him 
the idea that intercourse was ethically unpermissible, and this not 
only aroused an enormous sense of guilt but removed as the sex 
object one who had already probably become typified in his mind 
as a sexual ideal. Heterosexuality thus became abhorrent. 

To satisfy his longings, which were so early aroused and which 
evidently found fruitful soil in inherited psychopathic constitution, 
he again resorted to onanism but this egress was soon blocked by 
his aunt’s admonition about insanity. Even to a psychopathic 
child this warning might not have meant so much; but this boy 
had already begun to acquire a vague idea of his mother’s insanity 
and to appreciate from constant observation of his mother’s moods 
the agony which insanity entailed. The logical conclusion was, as 
he expressed it, “If masturbation produces insanity and ruin, I 
must never do it again.” 

For five years he successfully combatted his impulses until his 
mother died just as he reached puberty, when the conflict became 
progressively more severe. The aunt’s warning was perhaps partly 
weakened by the removal of the mother through her death—i. e., 
the fear of the revelation of his habits to her. When he finally 
yielded, a flood of fear and remorse overwhelmed him, dominating 
him and returning after each indulgence. 

Advancing further, it does not seem improbable that the pa- 
tient’s love became centered in his mother from the time he ob- 
served her maltreatment at the hands of his father. This mother, 
however, was an intangible personality—in her illness, foreboding 
to a child. It is not a far step to conjecture that he soon trans- 
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ferred this love to the younger sister, who not only “greatly re- 
sembles mother” and whose emotional constitution is similar to his 
own, but who from childhood has always been thrown into intimate 
contact with him socially and physically. The patient states that 
he first consciously connected the personality of his sister and 
mother when he was about 11, and the physical resemblance be- 
tween the two had become more manifest. The assumption that 
he early began to identify his sister with his mother seems likely 
and is within reason although it is not proved. 

Later the advice of the school principal, who occupied an ex- 
alted position in the boy’s mind, offered relief from his tortures. 
His therapeutic suggestions consisted not only of the application 
of water, (c. f., the idea of drowning) but also the taking of long 
walks (fugues), both of which ideas were rigorously followed for 
over a year. The final moment in the development of the obsession 
for suicide is perhaps due to the suggestion of his sister at Niag- 
ara Falls that they might slip in together. 

When the patient had been removed from the proximity of his 
sister without being able to repress his habits, the thought of free- 
ing himself from what he believed would eventually produce mental 
disintegration seemed impossible. Instead of leading his sister 
to ruin, he began by destroying her image and then prepared to 
wander with the idea of suicide, in many instances to the spot 
where she had remarked on their mutual death (expiation). But 
as he progressed on his trips a feeling of relief stole over him, 
perhaps due to the suggestion of the therapeutic effect of walking; 
or perhaps the hardships to which he exposed himself reduced the 
quantum of guilt and induced the solace which masochistie¢ substi- 
tutes sometimes yield. However this may be, the fact remained 
that notwithstanding all manner of sacrifice to reach Niagara 
Falls, the patient’s courage uniformly failed him at the critical 
moment, because his thoughts invariably turned toward home, 
which to him meant the abode of his younger sister. 


It has perhaps been noticed that before starting his first flight 
it was not the photograph of his sister that the patient destroyed, 
but a long theme, the contents of which, curiously enough, he had 
spent three months in preparing. He states that it contained the 
same subject matter as a previous short theme in which he substi- 
tuted a female character for a male. I have been unable to bring 
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the subject matter to his memory even during hypnosis but he 
thinks that it was strongly reminiscent of George Eliot’s novel, 
Adam Bede. 

(End of original paper) 


* * * 


SUPPLEMENTARY Note—(1950). It will be noted that the paper 
ends somewhat abruptly with a reference to Adam Bede. At that 
time George Eliot’s Silas Marner was required reading for college 
entrance boards and dealt with the question of illegitimacy. In 
Adam Bede we have a similar topic of illegitimate love (with 
which the patient was preoccupied), for Adam has been in love 
with an upright young girl who kills her illegitimate child. 

The attempt to cure this patient of his severe compulsion by 
psychoanalytic psychotherapy was, as already indicated, unsuc- 
cessful. From September 1909 to March 1913 my service at Man- 
hattan State Hospital was part time, and I was allowed to main- 
tain an office in New York. In the spring of 1912, the patient be- 
came sufficiently stable emotionally to be allowed to come on parole 
to the city where he took up his residence at one of the Y. M. C. A. 
dormitories. I attempted to continue the treatment at my office, 
but at the end of the first week the patient again attempted suicide 
by poison and was returned to the hospital. Thereafter, he re- 
ceived practically no therapy, as he was transferred to a chronic 
ward. As already mentioned, he died through suicide by drowning 
in the fall of 1912. 

Interest in the study of fugues waned about the time of the read- 
ing of this paper, and the subsequent literature on this topic is not 
too extensive. Recently, however, Fisher and Joseph in the Psy- 
choanalytic Quarterly of October 1949 presented cases in which 
they divided the fugue episode into two stages: (1) The patient 
acts out unconscious fantasies which are in conflict with the super- 
ego; and (2) an attempt is made to defend one’s self against, and 
resolve, the guilt generated by the events of the first stage. It 
will be seen that in the case just described these two stages may 
be discerned although the word, “conscience” takes the place of the 
term “super-ego,” which did not come into use in psychoanalytic 
terminology until 1923. 

As I reflect upon this patient, I am not sure that the result would 
have been different had he presented himself to me today and un- 
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der the most favorable external circumstances. Because of the 
intensity of his sense of guilt, his defense against incestuous drives 
was one which would be difficult to alter even with an increased ex- 
perience in psychoanalysis. Indeed, I am inclined to think that 
even today, after the first or second suicidal attempt, the average 
psychoanalyst would be unwilling to assume responsibility for the 
patient and would be likely to refer him now as then to a closed 
institution. 


40 West 59th Street 
New York, N. Y. 
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CHANGING CONCEPTS OF THE ROLE OF THE INSTITUTIONAL 
PSYCHIATRIST“ 


BY HARVEY J. TOMPKINS, M. D., AND LUCY D. OZARIN, M. D. 


The institutional psychiatrist of today finds himself confronted 
by the tremendous task of treating an ever-increasing number of 
patients. The statistics are well known to all of us. There are 
approximately 650,000 patients in mental hospitals; and, of the 
9,000 psychiatrists in the country, less than 2,000 have hospital af- 
filiations. The largest proportion of psychiatric patients in neuro- 
psychiatric hospitals falls into the category of continued treatment 
or chronic patients. A survey of length of stay in Veterans Ad- 
ministration neuropsychiatric hospitals, conducted in June 1947, 
revealed that 55 per cent of 50,490 patients had been continuously 
hospitalized for over three years, and 74 per cent for over one 
year. In May 1948 these percentages had increased to 57 per cent 
and 79 per cent. World War II veterans comprised 12 per cent of 
the three-year hospitalization group. Of the total discharges for 
the year, 3.5 per cent represented patients who had been hospital- 
ized over three years and 7.6 per cent over one year. 

The problem of adequately treating all the patients in a mental 
hospital is complicated not only by a dearth of psychiatrists and 
other personnel, insufficient funds and inadequate facilities, but 
often by lack of interest in the large group of continued treatment 
patients on the part of the hospital staff who, because of the atti- 
tudes of certain psychiatrists, often lack adequate leadership and 
stimulation. For centuries the feeling in regard to chronic mental 
patients has been based upon the belief that “nothing can be done.” 
This attitude is all too prevalent today. Pinel removed the chains 
in 1793, but canvas and leather are still in use. Tuke, Rush, and 
Dix taught humane treatment of the mentally afflicted. Now the 
hospital provides dayrooms, with a chair for each patient where he 
may sit undisturbed from morning until night. Spontaneous re- 
coveries occur occasionally, but the larger proportion of patients 
continue to live in the world of their illness, separated from reality 
by their symptoms. 

*Read at the annual meeting of the American Psychiatric Association at Montreal, 
May 27, 1949. Published with permission of the chief medical director, department of 


medicine and surgery, United States Veterans Administration, who assumes no responsi- 
bility for the opinions expressed or conclusions drawn by the authors. 
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The continued treatment patient has usually been treated unsuc- 
cessfully with shock therapy and psychotherapy during the earlier 
period of his hospitalization. Failing to respond to treatment, he 
is transferred to the continued treatment service where he in- 
creases the population of the crowded wards and often is “lost.” 
Barring intercurrent illness, injury, a disturbed period or a com- 
plaint from his relatives, the patient has little opportunity to talk 
with the doctor or anyone else. A hurried and perfunctory “How 
are you this morning?” directed to an individual or a group, may 
be heard daily on ward rounds, or the aide may say, “It is time 
to go to the movies” or “for a walk.” The nurse, shortstaffed and 
often burdened with ward housekeeping and administrative duties, 
has little time for the patients. 

What opportunity does the continued treatment patient have to 
discuss the delusions or hallucinations to which he is reacting or 
to attempt to explain that he would prefer to work in the carpentry 
shop than care for pigs? How much indication that anyone is in- 
terested in his welfare can he derive from his interchanges with 
personnel and other patients? Too often the inadequate number 
of doctors and other overworked personnel are hard put to carry 
out their duties. Unless there is a considerable drive to health, 
and adequate assets and resources within the patient’s personality 
structure, the patient remains ill, becoming increasingly infirm 
mentally and physically. Hospitalization for him may mean noth- 
ing more than his own protection and that of society. The hospital 
provides shelter, food and clothing for the patient and keeps him 
away from the community. The community is rid of a disturbing 
element, but in turn is saddled with the expense of continuing hos- 
pitalization, an expense which the public in all too many instances 
is loath to meet adequately. ; 

Some mental hospitals in this country present a picture as grim 
as has been painted in the foregoing paragraphs, particularly in 
medically-isolated communities. Other hospitals, more fortunately 
blessed by geography and by generous, informed legislatures, have 
progressed from the static concepts of the psychiatry of the previ- 
ous century. The newer theories and formulations of human be- 
havior and personality development have been utilized in the treat- 
ment of hospitalized psychotic patients. However, selection of pa- 
tients for modern methods of treatment is still necessitated by the 
small number of available trained personnel and the large number 
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of patients. The patients chosen for intensive therapy are, under- 
standably, those with the best prognoses. Those showing response 
in the shortest period of time make treatment possible for greater 
numbers. The patients in this selected category usually have ill- 
nesses of recent origin. 

The literature is replete with descriptions of methods of treat- 
ment, including intensive group and individual psychotherapies, 
shock therapies, the use of manual therapies, drama and play tech- 
niques. Encouraging results are reported in patients with psycho- 
neuroses, personality and character disorders, and psychoses of 
recent origin. Search of the literature reveals very few publica- 
tions concerning the continued treatment patient. Many pressing 
questions remain unanswered. In a general population steadily 
growing older, what can we do to prevent or halt the increasing 
number of chronic diseases? Why does a patient remain psychotic 
indefinitely? What factors influence the course of chronic mental 
illness? Do we have techniques to cope with the masses of psychi- 
atric patients who need treatment? Certain therapeutic approaches 
have been suggested. What is their value? Many of us believe 
that, given a certain quantity and quality of personnel and other 
specified resources, gratifying results will follow, but there is lit- 
tle if any well-documented information available to indicate the 
percentage of recovery or degree of improvement that may be 
anticipated from a given therapeutic regime for the continued 
treatment patient. Obviously, the only way to obtain answers to 
these questions is through research. 

There is a need also to explore further the teaching possibilities 
afforded by the chronic patient. Despite the increasing percent- 
age of chronic illnesses being treated by the average practitioner, 
comparativly little use is made of such clinical material in under- 
graduate and graduate medical training. The result is that the 
physician has both lack of training in, and experience in, the treat- 
ment of chronic or long-term patients. 

It is conceded that medical curricula are gradually being suit- 
ably modified and that research in chronic diseases is progressing, 
but both these processes are slow. With continued treatment pa- 
tients comprising more than half of the mental hospital population, 
there is an immediate need to undertake a progressive therapeutic 
regime. The prognosis for mental patients is directly related to 
length of illness. What can we do now? 
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One answer is to increase the personnel who work with continued 
treatment patients. This is not always possible. Legislatures may 
appropriate money to hire additional personnel and, in certain 
categories, such help may be available, but there are not enough 
psychiatrists—now or in the foreseeable future. The Veterans 
Administration has estimated that, by 1975, 12,000 psychiatrists 
will be required to meet the needs of the veteran population alone. 
Since the actual number is so inadequate, it is essential that we 
make the most effective and advantageous use of the skills and 
time of the available psychiatrists. 

Most hospitals classify their patients into acute and continued 
treatment categories. Since a higher proportion of personnel are 
assigned to acute services, the acute cases with the more hopeful 
prognoses for discharge receive more intensive treatment and can 
maintain a closer doctor-patient relationship than is possible on a 
continued treatment service. Consequently, even comparatively 
fewer psychiatrists of an already limited number are available for 
duty on the chronic wards. Rotation of the psychiatrist from the 
chronic to the acute service allows him a better opportunity to 
treat patients more intensively, sustains his morale and favors the 
physician’s clinical progress, rendering him better able to cope 
with the problem of the continued treatment patient. The psychi- 
atrist transferred from the acute to the chronic wards finds him- 
self confronted with unique problems—which he would not other- 
wise have the opportunity to experience and which add to his pro- 
fessional competence. 

The institutional psychiatrist assigned to a continued treatment 
ward performs many duties ranging from highly professional tasks 
to the entirely non-medical function of taking inventory of the 
ward property for which he has been made responsible. He must 
make daily ward rounds, treat the intercurrent illnesses of his pa- 
tients, interview relatives, answer correspondence, fill out reports 
and requisitions, attend staff meetings and conferences, and per- 
form countless other daily duties delegated to him. Even where 
attempts have been made to reduce administrative duties of the 
physician, as in the Veterans Administration, simply on the basis 
of the tremendous number of patients to be seen; the hours that a 
physician can work effectively in any given day are over all too 
quickly. 
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Observations have been made during recent years that a pa- 
tient’s improvement appears to be correlated with the degree of at- 
tention he receives. This has been especially evidenced by chronic 
patients subjected to shock therapies after varying numbers of 
years in the hospital. Many such patients showed initial improve- 
ment but subsequently relapsed when returned to their usual wards 
and to routine living. It is not a rare occurrence for a mental pa- 
tient to show improvement after his condition requires a change 
of ward environment and considerable medical and nursing care. 
If treatment methods for chronic patients are to include the appli- 
cation of this observation, then it is necessary for the psychiatrist 
to review his concept of his own relationship with the patient. 

The personal patient-doctor relationship in treatment has been 
traditional. Maimonides wrote that the patient must be treated as 
a person and not as a case.’ Osler taught his students the im- 
portance of bedside medicine. The patient-doctor relationship con- 
stituted part of the art of medicine. Freud and his followers pos- 
tulated a transference relationship between the doctor and the pa- 
tient and have shown how this relationship may be applied and 
utilized as a therapeutic tool. Most present-day schools of psychi- 
atric teaching have accepted this formulation as a keystone of psy- 
chiatric treatment. How then may it be applied in the treatment 
of continued treatment patients? The psychiatrist cannot main- 
tain a meaningful personal relationship with the 200 or 500 pa- 
tients in the wards under his direction. But, could not meaningful 
personal relationships be established between the patients and 
other personnel who are in daily contact, and in closer contact, 
with the patient than is the psychiatrist? In most hospitals this 
has actually occurred in a haphazard fashion. How much more ef- 
fective all these relationships could become with guidance, super- 
vision and understanding! 

Is it not time for the psychiatrist to survey the situation, to rec- 
ognize that circumstances do not permit him to treat his patients 
in the traditional manner and that it may be more advantageous to 
the patient, and more satisfying to the staff, for the psychiatrist 
to assume the role of administrator, teacher, and consultant, rather 
than the single role of personal therapist? The psychiatrist in 
these roles may direct non-medical, professional and sub-profes- 
sional personnel who would be trained to participate in the treat- 
ment of the patient and to reach the patient directly. 
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There are certain functions which must remain the obligation of 
the doctor and cannot be delegated. These include responsibility 
for the patient, the over-all treatment plan for individual patients, 
the prevention, diagnosis and treatment of physical illness, and the 
administration of shock or other specific therapies. Should the 
doctor prescribe individual or group psychotherapy, he must un- 
dertake this personally or supervise closely the professional per- 
sonnel, such as social workers or psychologists, to whom the doe- 
tor may assign these duties. 

Before proceeding further at this point, it may be well to discuss 
present concepts of treatment for chronic patients. Resocializa- 
tion and re-education in the essentials of community living are the 
objectives to be sought. The psychotic patient may have become 
ill for a number of reasons, ranging from multiple sclerosis to low 
self-esteem and excessive needs for dependence. Regardless of the 
cause, the effect of the illness has been to remove the patient to a 
greater or lesser state of isolation in the hospital. If left in an 
environment where little interest is shown in him and little attempt 
is made to stimulate him mentally or physically, the patient soon 
falls into a state of apathy and indifference. This state appears 
to resemble, psychologically and physiologically, the reactions of 
neglected infants, described by Ribble.*? This apathetic state read- 
ily predisposes to mental and physical infirmity. 

Methods have been devised to combat the crippling state of 
apathy. These are methods which seek to keep the patient aware 
of his surroundings, to stimulate him to appropriate response, to 
maintain his physical health, and to facilitate his receptiveness to 
treatment. Treatment is designed to keep the patient’s daily life 
as near to normal community living as the patient’s assets and dis- 
abilities permit—by providing the resources for occupation, recre- 
ation, church, and other activities, as well as psychotherapy indi- 
vidually or in groups to aid the patient in his relationships with 
other people. Meyerson gave the name “total push” to the scheme 
he adopted in the treatment of schizophrenia.* Tillotson pre- 
sented statistical data concerning this method.‘ It is the present 
writers’ belief that this type of treatment, further elaborated and 
incorporating the results of psychiatric progress of the past 10 
years, is applicable not only to schizophrenic patients but also to 
all types of psychiatric cases. 
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The participants in the patient’s design for living in the hospital 
include all personnel, but more especially the doctor, nurse, aide, 
clinical psychologist, social worker, chaplain, and rehabilitation 
and recreation personnel. All these persons share a common 
role in their attempt to understand and help the patient as inter- 
ested, sympathetic friends, as well as in attempts to help him in 
the directions of their specialized skills. Together, all the special- 
ized workers can assist the patient to build a life for himself, ap- 
proximating community living. 

The best results are rarely spectacular. There is a need, on the 
part of the hospital staff, for perseverance, ability to withstand 
frustration, and capacity to be satisfied with minor improvements 
in patients, perhaps at best, better hospital adjustments for pa- 
tients. Indeed, the psychiatrist must be a leader who, believing in 
his cause, can inspire others despite what may initially appear to 
be hopeless odds. 

The psychiatrist on a continued treatment service in a mental 
hospital is an administrator both for the patients and the staff. If 
he has a service of several hundred patients, it may take months 
to know the patients satisfactorily, but the patient-turnover on a 
continued treatment ward, at least at present, is slow. Most hos- 
pitals require an annual examination of each patient. By schedul- 
ing patients all through the year, the doctor will have an opportun- 
ity to review each case history and examine and interview each 
patient. When favorably located, he may be able to interest the 
physicians of the community to assist him on a part-time basis in 
these annual physical inventories. The fund of knowledge ac- 
quired concerning his patients is the basis for his direction of the 
staff. He may determine the distribution of staff on his service, 
determine the methods of treatment to be followed and, in gen- 
eral, plot the course of the patients’ daily living. He directs the 
staff in carrying out the details of the treatment plan for patients. 

For all members of the staff—from attendant to intern—to per- 
form their duties with the greatest benefit to the patient, not only 
will the direction of the psychiatrist be necessary but personal en- 
thusiasm and understanding of the patient as well, plus knowledge 
of how the staff’s particular skills can be made useful in the pa- 
tient’s treatment. This requires that the psychiatrist be a teacher 
to the staff. To this end, he must have an adequate understanding 
of how the various disciplines can contribute to this total problem. 


PART I—1950—c 
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He should know, on the basis of the work to be performed, the limi- 
tations and potentialities of each specialty. The training of the 
psychiatrist should include an opportunity for orientation in the 
various ancillary and allied services in the hospital. 

In the role of teacher, the psychiatrist has a very onerous task. 
His staff members vary in their professional and educational at- 
tainments, so that teaching must be suited for each personnel 
group. Each of these groups, especially the unskilled or par- 
tially-trained workers, must be helped to acquire some understand- 
ing of patients. This teaching should be on a practical level, with 
few formal classroom lectures. Teaching of the seminar, confer- 
ence, and ward-rounds variety is often more successful. The psy- 
chiatric aide performs his duties with greater satisfaction to him- 
self and his patients if he understands that the patient’s behavior 
is a manner of communication, and if he copes with the patient’s 
symptoms by trying to understand their meaning. One of the most 
important tasks is the teaching of the significance and value of 
meaningful interpersonal relations. The members of the staff 
should recognize the need for such relationships in their patients’ 
lives—as well as in their personal lives—to bring about more pleas- 
ant and productive living and working. They should have some 
understanding of the possible effects on patients of one’s own emo- 
tional health. There should be recognition of the adverse effect 
on patients of dissension among staff members; of the necessity 
of avoiding favoritism and over-dependence on the part of the pa- 
tient. It is particularly important that teaching be carefully graded 
to the intelligence, understanding and background of the various 
individuals on the staff. 

Since individuals and groups are prone to attempt to prove their 
necessity and their effectiveness to the exclusion of others, not 
only must the teaching and direction of the doctor show each group 
how their particular skills reflect directly on the patient, but he 
must also teach all personnel how their work correlates with each 
others’ and how their accomplishments must be co-ordinated in a 
total joint effort instead of employed in separate approaches to 
the patient. 

The psychiatrist also acts as a consultant to those who treat pa- 
tients under his direction. Patients change continuously in their 
symptoms, behavior and needs. The hospital also changes in staff 
and resources. There must be constant adjustments in the treat- 
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ment plans to the changing conditions in the hospital and in the 
patients. The psychiatrist must direct and assist his staff in mak- 
ing the required adjustments. 

The following case reports from a Veterans Administration hos- 
pital indicate co-ordinated therapeutic efforts of several partici- 
pating services under psychiatric direction. 


Case Illustrations 


Case 1. J. W., who had sustained a severe head injury in com- 
bat, was markedly demented and regressed to the general intel- 
lectual level of an infant. He was mute, untidy, resistive, required 
constant supervision, had to be tube-fed, and was completely un- 
able to attend to any of his needs. The ward physician, meeting 
with members of the ancillary services, outlined a plan of treat- 
ment. The nursing personnel assisted the patient each day in 
dressing until he was able to dress himself. He was taken to the 
toilet regularly, shown in detail what the toilet was for and how to 
use it. After a few demonstrations of this sort, he never soiled 
himself again. 

Since he was unable to walk, the rehabilitation therapist first 
taught him to creep like an infant. Later, with constant encour- 
agement, he was able to stand alone and then take a few steps on 
his toes. Visits to the canteen, where he particularly enjoyed ice 
cream, were arranged with the co-operation of “Special Services.” 
By patient demonstration of the use of dishes and cutlery, it was 
not long before he was feeding himself in an acceptable manner. 

Although he never became able to talk, apparently due to the 
organic involvement of the motor speech centers, he developed a 
degree of rapport with the hospital staff, in which communication 
by means of gestures, intonation, facial expression, etc., was easy 
and satisfactory. When he reached this point, he was taken to his 
home on a visit. The social service department investigated home 
conditions, and his parents were instructed as to his care. A home 
visit was later arranged, and he has now been at home and getting 
along satisfactorily for the past six months. 

Case 2. T. C., a catatonic schizophrenic, had been in this hos- 
pital over nine years. He was mute, withdrawn, and negativistic; 
spent his entire time sitting in a chair, and had to be led forcibly 
to meals. He sustained a fractured hip by rolling from a couch 
and was then bed-fast. As part of a planned program of therapy, 
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his confidence was gradually gained by special attentions from the 
medical, nursing, and rehabilitation staff, and he was brought to 
the point where he would reply to questions by nodding or shaking 
his head. He finally discarded his mutism and talked with the re- 
habilitation therapist who had worked with him, although he re- 
mained mute where everyone else was concerned. 

As soon as he was physically able, he was assisted daily in learn- 
ing to walk again and was placed in a small group which went for 
bus rides, walks, and other excursions frequently. He had the 
belief that he was rejected by his family and that they did not want 
him at home. The social service department induced certain mem- 
bers of his family to come to the hospital, where a conference was 
arranged between them, the patient, and the hospital staff. Fin- 
ally, he became convinced that the family would be glad to have 
him as soon as the hospital would recommend him for a trial visit. 
With this degree of motivation, his further improvement was 
rapid. He was sent on a trial visit on June 16, 1948. 

* 2 * 

The psychiatry and neurology division in the Veterans Admin- 
istration has viewed the problem of providing adequate treatment 
for continued treatment patients with increasing disquiet. The 
Veterans Administration has recognized that sufficient psychia- 
trists will not be available for many years. The Veterans Admin- 
istration believes that all patients are treatable, although many 
will not leave the hospital. Research in chronic mental illness is 
projected for the future; but, in the meantime, some method of 
treatment is considered essential to prevent mental and physical 
infirmity of continued treatment patients. The treatment method 
which has been adopted has been named, “The Community Plan.” 

The community plan strives to make the hospital.as typical a 
community as those of the outside world. The plan endeavors to 
make the patient’s living as near to normal as possible. The plan 
advocates the use of non-medical, professional and sub-profes- 
sional personnel who participate in the patient’s daily living. The 
plan encourages outside communities to visit the hospital and 
share in the treatment program. In other words, the community 
plan attempts to bridge the hitherto wide chasm between the men- 
tal hospital and the community, and to impress the patient, per- 
sonnel and the community that mental illness does not transform 
a person into a sub-human creature who is to be treated differently 
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from all other people. The community plan is based on the prem- 
ise that the patient remains a person despite his mental illness. 

The community plan in the Veterans Administration has been 
evolving slowly over a number of years but has recently acquired 
increased impetus. The Veterans Administration is fortunate in 
being able to provide facilities and personnel adequate enough to 
commence the plan, although more facilities and personnel would 
increase the pace. Some Veterans Administration hospitals have 
theaters, gymnasiums, swimming pools, and fine rehabilitation 
shops; other hospitals have only the essentials for treating pa- 
tients. Some Veterans Administration hospitals have nurses, at- 
tendants, psychologists, social workers, and rehabilitation and 
recreation workers in numbers approaching adequacy to perform 
the required work; others are understaffed. 

It is the intention to implement the community plan in all the 
Veterans Administration hospitals. Preliminary observations are 
promising. By careful planning and co-ordination, the entire staff, 
under the guidance and leadership of the psychiatrist, are treat- 
ing increasing numbers of continued treatment patients. Most 
important, the patients are helped to maintain a life approximat- 
ing community routine living. 

SUMMARY 

1. The difficulties in providing adequate treatment for chronic 
psychiatric patients are discussed. 

2. Present therapeutic measures for continued treatment pa- 
tients aim to strengthen the patients’ relationships with the en- 
vironment and to prevent physical and mental deterioration. 

3. The psychiatric hospital can provide adequate treatment 
only by a joint, integrated effort of doctors, nursing personnel, 
psychologists, social workers, rehabilitation therapists, recreation 
staffs and other available personnel. 

4. In order to secure maximum results from the therapeutic ef- 
forts of the total staff, the psychiatrist must not only function as 
a personal therapist to his patients but he must also be an admin- 
istrator, teacher, and consultant to his staff. 


Psychiatry and Neurology Division 
Department of Medicine and Surgery 
United States Veterans Administration 
Washington, D. C. 
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DREAMS OF WOMEN IN CENTRAL AUSTRALIA 


BY GE&ZA ROHEIM, Ph.D. 


The following three dream series are part of my field work in 
Central Australia (1929). I choose them because none of them 
have been published before, whereas many men’s dreams have 
been used in connection with publications on ritual. The whole 
time I spent in Central Australia was eight months, half of that 
with the Western Aranda at Hermannsburg and half with various 
previously unknown desert tribes (Pitjentara, Yumu, Pindupi). 
Since I was interested not only in dreams and play analysis but 
also in straight ethnographical data, especially ritual and myth, 
the time devoted to analyzing dreams was not much. Moreover it 
is rather difficult to nail the natives down to a daily routine; they 
come and go pretty much as they like, and even at the Mission, 
where there were about 300 in a camp, they would disappear for a 
ndullabuma (“walkabout” excursion*) in the desert. Ilpaltalaka is 
a Western Aranda woman. Urkalarkiraka is also an Aranda, of 
the Henbury group, while Chinchi-wara is a Matuntara. This is 
a small “Luritja” speaking tribe to the west of the Aranda and in 
frequent contact with the latter (around Tempe Downs). All 
three women are widows, Ilpaltalaka and Urkalarkiraka around 
60, Chinchi-wara about 70. These figures, of course, are pure guess 
work, because there is no census in the desert and the natives them- 
selves can count only up to four. 


I. IvpauTaLaKa** 

Ilpaltalaka is just an ordinary old woman. She has a way of 
gaping at you open-mouthed as if she were astonished at whatever 
she sees. It requires some time before we can persuade her to 
come and talk. 


First Interview 
She talks about her childhood and about the game called tjitji- 
panga tjitjipa. She describes how gum leaves spread out in the 
sand represent a husband, wife and a child. The husband beats 
the woman because she has not been taking care of her child. The 
little girls would play at being “mother” or they would make a 
*And see glossary, pp. 63-64 for general list and definitions of native words. 


**This paper may well be read in conjunction with Réheim, G.: Women and their life 
in Central Australia. J. Roy. Anthr. Inst., LXIII:207-265, 1933. 











36 DREAMS OF WOMEN IN CENTRAL AUSTRALIA 


Nae 


corroboree (dance*). At an Itata (ceremonial dance with inter- 
change of women") the first lover always gets a woman back for 
the night if he asks for her. Marriages with the wrong class are 
also sanctioned if they happen at an ltata. 


Second Interview—First Dream 


“T saw three men carrying some euro (mountain kangaroo*) 
meat. One ascended a hill and the two others gave me some meat.” 

Associations. The two men who gave her meat were Rungurkna 
and Etaparinja, both her “uncles.” They were both kind to her 
and used to give her meat, to take care of her when she was a baby. 
The man who goes up the hill is Big Johnny, her “husband,” 1. e., 
husband’s brother (classificatory). Big Johnny and her husband 
always used to go the /tata together. Then she branches off into 
an enumeration of her children, that is their totemic origins, but 
without giving dreams. With her first child she makes a slip and 
says that her husband gave her euro meat—then she corrects this 
and says it was opossum. The hill where Johnny goes up is like 
the one at the other side of the creek the hill opposite to Manan- 
gananga, the place from which the spirits of the children come. 

The three men with the ewro meat indicate that there must be 
something similar in her attitude with regard to them all. Big 
Johnny, whom according to tribal law she calls her husband, is 
evidently a substitute for her real husband. For the real husband 
and Johnny always went to the ltata, that is to the girls, together, 
and Johnny goes up the hill from which the children are supposed 
to come. Note also the slip of tongue—her husband gave her euro 
(instead of opossum) when she had her first child. The dream is 
a “prostitution fantasy” (of coitus with these three men) which 
in turn overlays the incest wish, with the uncles as substitutes for 
the father. Another story she tells in this connection—about a 
woman, her classificatory “mother” who carelessly gave her child 
a bit of food which choked it, and how the woman was beaten in 
consequence—shows the infantile antagonism to the mother. 





Third Interview 


After this, Ilpaltalaka does not come back for some time. Then 
she talks about the things she was afraid of when she was a young 
girl. She was going to Ellery’s creek with her mother. Her mother 


*See glossary, p. 63. 
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was asleep and she heard something at night making a sound 
“cuku, cuku!” That is a leltja (blood avenger), she thought, so she 
woke her mother and they both ran away. Finally they came to a 
big camp called Ulpaiainjinia (Creek-gray men). They told the 
people about their experience with the leli/ja and there was great 
excitement in the camp. All night they were talking and shouting 
to the leltja to keep away. 


The bankalanga (demon) usually comes out of a cave, with a 
burning light. Then he goes back to his cave again. The banka- 
langa is like a human being, he spears ewros (kangaroos). Her 
grandfather used to frighten her with the erintja* who comes in a 
big wind from the west in the evening if she plays too much. . 

“We camped at Illapa-kutja. A big wind came from the west, a 
turkara** wind. We heard something after sunset like the roaring 
of a bull. Then something was flying skyward and it was a dog 
erintja called erkurinja, that is two dogs having intercourse and 
roaring like a bull. We were all afraid and went to the nankara 
(medicine) man for help.” There were two nankara men in the 
eamp, Ankatja-knarra (Word-big) and his brother Tjiuva-tukuta 
(Grinding-stone ancestor). The nankara men threw their stones 
up to the sky to the erkurinja. Then they had the erkurinja in 
their hand and tore the two dogs asunder and threw them away 
separately. The dogs were killed by the nankara stones, but might 
have come to life again and killed the people if they had not been 
separated by the medicine man. 


Fourth Interview—Second Dream 


“T saw a big flood at Yapilpa. Then I went up a little hill be- 
cause the water came all over me. There I made a little wurley 
(hut**) on the rock.” 

Associations. She was camped at Yapilpa with her mother and 
she heard a whistling noise. It was a man and she ran back to 
her mother frightened. He came on all fours creeping. This man 
wanted to go bush with her. This man was Loatjira, to whom 
she had been promised. The first time she saw him was at Peri- 
talpa. She ran for dear life. But then, another time, also at 
Yapilpa, she did not run away but quietly came into her husband’s 
camp. The rock in the dream reminds her of a rock with a cave 


*Aranda word = bankalanga. 
**See glossary, p. 64. 
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at Yapilpa. When the rain compelled them to seek shelter, they 
used to stay in that cave. The cave was like the play wurleys of 
her childhood. Her two brothers had a fight. She was frightened 
and ran into the wurley. 

The title of this dream should be “danger and desire.” The 
flood represents her husband, a libidinal danger against which she 
struggled. The reference to the brothers and her flight into the 
wurley point to infantile prototypes of the same situation. The 
flood dream is probably a urethral waking dream. The bladder 
pressure as usual is interpreted by the unconscious in an erotic 
sense. The fifth interview consists of a lengthy description of a 
nankuru* as the ceremony after which the boys come and “take” 
the girls. After the nankuru held at Njala, she was married. 


Siath Interview—Third Dream 


“T was wading across a stream and there was a deep hole in the 
middle of the stream. I was very nearly drowned. Then I got 
across. I came to another creek and then I awoke.” 

Associations. The dream event happens at a place called Ama 
(Grinding stone). At Ama an old man calied Kaliaka was always 
going “bush” with a girl by name of Yumunaka. This Yumunaka 
was lelindja (promised in marriage at her birth) to Loatjira and 
Warata. Loatjira had a fight with Kaliaka. They speared the 
old man in the leg, and then Loatjira offered the woman to Warata. 
Warata had to use violence to take her away. 

Then she says that Kaliaka was her father, Yumunaka her 
mother. Further questions are needed to explain the situation. 
Yumunaka was not her real mother, only her “class” mother. 
Neither was Kaliaka her real father in our sense of the word. But 
he was her foster father, as he married her mother when she was 
quite a baby. She always regarded him as her real father, and she 
was grown up before she knew that her real] father had died when 
she was very small. Kaliaka married two more women after her 
mother, these were Lultja and Tankaka. Lultja had two daughters 
by Kaliaka. 

Interpretation. At Ama, father used to have intercourse with 
mother. Intercourse is a dangerous thing, father was speared in 
the leg for it. The danger to which Ilpaltalaka exposes herself 
in wading through the water is evidently connected with the primal 


*See glossary, p. 64. 
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scene, For the primal scene involves a temptation, a desire to take 
the mother’s place. Now Kaliaka fights for the girl with a man 
ealled Loatjira, and Loatjira is also her husband’s name. The 
husband is fighting in her with the father, adult object-love with 
incest. The husband wins; she escapes the danger of incest and 
arrives at the other shore. In this event she is represented by her 
“mother,” as it is the mother whom she desires to replace. Again 
we have a urethral dream about water, dreamed just before she 
is awake, 


Seventh Interview—Fourth Dream 


“T was gathering mulga (acacia) seeds and tnyima (witchetty 
grubs*) and made a heap of them in a tana (receptacle). I took it 
home into the camp, ground it and ate it.” 

Associations. This dream is what she used to do at Iritjiranga 
when she lived there with her husband. Then she relates a story 
about a woman who was beaten by her husband at Parakata and 
then ran away with another man. The associations permit only a 
guess at the contents of the dream. Married life as such with its 
ups and downs is represented by the one essential thing in mar- 
riage—pregnancy (the full tana). 


Eighth Interview—Fifth Dream 


“T saw two kangaroos, one male, one female. They came from 
the south and went to the north. They camped under a mulga 
bush and went to sleep there. The two kangaroos were looking at 
me and at a mob of women who were coming along with me, and 
the male looked just like a man. Then the kangaroos went on to 
the north and I camped with the women at the same place where 
they had camped.” 

Association. The place is like Injiranga where there is a lot of 
mulga serub. At Ulamba and Lukari, they saw many kangaroos. 
Then they went to Lapa and her husband and Tjiuva-tukuta went 
to Njala. Then they came back with two new girls dragging them 
along mbanja (rape or marriage*) fashion. “What-girl is this,” 
she asked. “My wife,” her husband said. Then she started to beat 
the newcomer, but her husband gave her a knock on the head and 
she had to give in. Her uncle Lartjinaka always slept with his 


*Also see glossary, p. 64. 











40 DREAMS OF WOMEN IN CENTRAL AUSTRALIA 


younger wife. Naturally the older one got jealous, and there was 
a big fight. But everything continued as before. The young girl 
whom her husband brought into the camp was afraid of her and 
so she stayed in the lukura (woman’s camping place). So her hus- 
band got into a rage, poked her with a stick till she awoke and then 
knocked her on the head. In her rage she went and beat her 
younger rival, assisted this time by her husband. 

One of Kaliaka’s younger wives called Lultjaa used to go for 
witchetty, and Kaliaka used to sneak up behind her. Llpaltalaka’s 
mother had her suspicions and she came behind Kaliaka. One 
day she found them just as they were having intercourse under a 
mulga bush. She beat her rival but Kaliaka said, “That is no 
good! I can keep you both if I like!” They went to Ulpma, and 
there was another quarrel there. Kaliaka got a third woman, Tan- 
kaka. Now Ilpaltalaka’s mother and Lultjaa both beat Tankaka, 
and Tankaka ran away. She went to live with a white man. Then 
Kaliaka caught her and made her lie down. He covered her whole 
body with hot ashes. Lultjaa was Ilpaltalaka’s friend, but she did 
not like Tankaka. 

Interpretation. The dream ought to give us the clue to the psy- 
chology of polygamy in Central Australia, or at least of jealousy 
and subsequent reconciliation in polygamous marriages. All the 
episodes recounted in connection with the dream refer to this 
theme. The decisive episode is of course the mother’s narrative. 
She saw the father having intercourse with a younger woman. 
This is a cover-memory for the repressed content: The dreamer 
sees the father having intercourse with an older woman. The vis- 
ual element is represented in reversal; the kangaroos look at her 
and at the other woman. In the cover-memory the woman who is 
caught im flagranti is Lultjaa, her father’s second wife. Lultjaa 
is her own age, and her special friend, who represents her in the 
dream. The wish is for a reversal of the situation in which she 
occupies the mother’s place. The parents who go to sleep together 
are represented in this dream as two kangaroos. This is also the 
latent content of her early memory of the two demon dogs “erkur- 
imdja” and then the tearing asunder by the medicine man. In the 
polygamous marriage the cement of the union is the latent memory 
of the primal scene. The rivals are mother and daughter, and each 
of them is going through a repetition of the primal scene attitude. 











Rn See 


Ba ai i nina 





























GEZA ROHEIM, PH.D. 41 


“Whom is Kaliaka sleeping with? What are they doing now?” 
That is the great question. 

These talks with Ilpaltalaka have revealed only the most ele- 
mentary and fundamental human attitudes—Oedipus complex, pri- 
mal scene—because she is just a very simple, average Aranda 
woman. There is no particular inner urge for her to tell dreams 
so that her case is more typical than individual. 


II. URKALARKIRAKA 
First Interview—First Dream 


“T saw four men and four women on a plain. They were mar- 
ried couples and were all lying beside each other in a row. I came 
and we all ate together. One of the men had sores and this one 
gave me bullock’s meat. Then they were all lying down on the 
ground again, only the one with sores jumped up and ran away. 
This one was an erimtja (demon), the rest were all mara (good, 
normal).” 

Association. One of the women was like Suzie, the second like 
Agatha. She does not recognize the rest of the figures but these 
two are sufficient to locate the dream. For Suzie and Agatha are 
our two Aranda (Christian) kitchen girls. The night before Urka- 
larkiraka had had a dream which was evidently connected with the 
same theme. 


Second Dream 


“T met a white man and a white woman. They had a house like 
this house and I worked for them and got good food and every- 
thing.” 

Associations. “Whatever Agatha can do I can do, especially the 
washing,” she remarks. The old woman has been working with 
whites several times in the past and envies Agatha and Suzie on 
account of the food they get. The desire to come to my house and 
work and to sleep in the house is quite conscious but it is superim- 
posed on older desires of a similar nature for in the first dream the 
scene is in a purely native milieu. Without giving any more asso- 
ciations she relates a third dream. 


Third Dream 


“An old woman with long hair came and sat beside me in the 
wurley. She took bones out of my head as if they were lice.” 
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Associations. She had had this dream a long time ago when she 
used to suffer from headaches. After that dream the headache 
passed away. Then she talks about her childhood, how she used 
to wander about with her mother, what a lot of meat her mother 
gave her and of one memorable occasion when they found a rat and 
ate it. This helps us to understand the old woman in the dream 
as the mother, whose soothing touch and caresses (delousing) the 
child desires for her aching head. We also suspect that the latent 
content of Dreams 1 and 2 (“pleasure in which she would like to 
have a share’) dates from the experiences of her infancy. The 
nature of this pleasure is indicated by the “sleeping married cou- 
ples” and by the erintja who gives her meat. For if a man gives 
a woman meat in Central Australia this means that he desires to 
have intercourse with her. 


Second Interview—Fourth Dream 


“T was going to Oodnadatta and I slept on the way. A man came 
with wallunpanpa (string decoration*) and with a tjwrunga (rep- 
resentation of totem*) in his hand. He came near but when he saw 
that I was awake he went away.” 

Associations. The word t7urunga—which she is not supposed 
to know—she pronounces in a low whisper. She trembles with 
emotion and pleasure when she speaks of the approach of the hand- 
some man. The associations refer to a boy at Hermannsburg, to 
her former husband and to his white employer. The interesting 
thing is that the man who wants to rape her has a tj7urwnga in his 
hand, the very last thing he would be likely to carry on such an oe- 
casion in real life. The dream is a striking confirmation of my in- 
terpretations, the tjurunga symbolizes the penis. Four days be- 
fore she had had a similar dream. | 


Fifth Dream 


“T was seated before my wurley and to the right there was a 
croup of men rubbing their t7wrungas with red ochre. I pretended 
not to look but I saw what they were doing.” 


This refers evidently to the same infantile scene as Dream No. 4. 
Vhile it is extremely improbable that any child could observe the 
men rubbing their t7wrungas, a child can hardly avoid observing 


*See glossary, p. 64. 
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parental coitus in the wurley. But children are supposed to be 
asleep, i. e., not to look. The next dream was two nights later and 
told in the order recorded here. 


Third Interview—Sizth Dream 

“T saw two women fighting with yam-sticks. One of them broke 
the other woman’s head and walked away with the man about whom 
they had the fight. The woman who suffered defeat was like Suzie, 
the other like myself.” 

Associations. As Suzie is our kitchen maid, there can hardly be 
any doubt about the identity of the man. He represents the white 
man to whom she is telling her dreams and from whom she re- 
ceives presents of food, while Suzie, of course, stands for Suzie’s 
mistress, my wife. The dream is what she would have liked to 
have done when she saw the primal scene, beat the mother and 
walk away with the father. 

Fourth Interview—Seventh Dream 

“T was walking near a big water hole, I went up the bank and 
then round the water hole. There 1 met two girls who took me to 
their wurley. The two girls took me up another hill and we ran 
down the slope of that hill. Then my hushand came and we went 
away to Alice Springs together.” 

Associations. The two girls in the dream are friends of hers but 
much younger. They were children when her breasts were begin- 
ning to develop; and now that she is an old woman, they are mid- 
dle-aged grown women. The hill they run down is here in Her- 
mannsburg where she used to play as a very young girl. This was 
the time when her husband came to fetch her and this is the period 
of her life which she would like to repeat. But behind this pleas- 
ure there are older infantile pleasures for which the old woman is 
yearning. On the first day, when she narrated Dreams 1 to 3, she 
also told a long story about everyday life in old times, about the 
quantities of food they used to have, and she demonstrated plenty, 
not by showing how big her stomach was, but by pointing to her 
breast. 

This time she speaks about her little sister whom she used to 
take care of, and clean when she had messed herself. This was at 
Yapilpa, the water hole that is in the dream. Then she speaks 
about the ducks at that waterhole and the quantities of eggs they 
found there. 
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Interpretation. The old woman is dreaming of the pleasures of 
her infancy. Of her mother’s breast, the image of plenty—of the 
time when she did not know the pangs of hunger and of the pleas- 
ure of messing herself and being cleaned by the mother. 


Fifth Interview—Eighth Dream 


“First I saw atua leltja (men blood avengers) who came with 
spears to attack the mission natives. The mission people drove 
them back with their boomerangs. 

“Then I saw a tjurunga ltata (a women’s dance*). One old nan- 
kara woman (medicine woman) called the others together. They 
decorated themselves like for an iallpangura (men’s totemic cere- 
mony; women are forbidden even to witness it) and danced around 
her. Then two men came also decorated and joined in the dance. 
The women performed the alknantama (wriggling, symbolizing 
coitus) and the men had shields on their backs. Then the men went 
northward and the women to the south to get lizards. 

“T saw a very big woman. She looked like my wunna (father’s 
sister). She attacked a whole group of people. They threw sand 
at each other and finally they drove her away. Then I was sitting 
in my own wurley. An ltana (ghost) came from the other side of 
the fire. She was very tall with big ears all bones and claws. I 
threw sand at her and drove her away.” 

Associations. This long dream, she related with a very extra- 
ordinary degree of interest and pleasure. When she was finished 
she was so exhausted that no more work could be done with her 
that day. 

There is, however, a certain unity in the structure of these scenes 
which makes it possible to guess their latent meaning although the 
number of associations at our disposal is very small. We may con- 
sider the atua leltja, the big woman at the seaside and the ghost 
attack as attacks on (a) the mission natives, on (b) a crowd, on (e) 
the dreamer herself. 

In the last scene, the identity of the aggressor is revealed for she 
says the ghost looked like her brother. There is also a “very big 
woman” around whom the others dance in the tjurunga ltata 
(dance) scene. As usual in her dream representation of cere- 
monies, the sex differences are disregarded. Men cannot be dancing 
in the same group as the women and especially not with a woman 


"See glossary, p. 64. 
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in the center. The key to this scene is given by one detail; it is the 
women who do the alknantama*—that is, perform the ceremonial 
coitus movements of the men. The mother is the woman with a 
phallus. As the central figure in the group and as medicine woman, 
she also represents the super-ego. While the previous dreams re- 
ferred to Urkalarkiraka’s fight with the mother and the primal 
scene, we see the consequences in this one, super-ego anxiety. She 
has again dared to wish something (to be employed in our house) 
and has again been frustrated in her desies. 


Sixth Interview—Ninth Dream 

“T went with a big crowd of women and one of them, a big [old] 
woman was the leader. We were going for witchetties and latjia 
(wild yam). We all had plenty of food. Then we saw the track 
of an opossum and followed it to a hole in which we saw many 
opossums. We cut a gum tree and, under the roots, we found lots 
of opossum and witchetty. We roasted and ate it all and there 
were also plenty of lizards, and there was a water hole with lots 
of water. Then we went to another water hole and found three 
carpet snakes there. They were very fat and we ate them. I went 
to another water hole to drink and I saw a snake there. I was 
frightened, so I ran away and I was awake.” 

Interpretation. Although we have no associations to the dream 
it looks as if the main theme were the relation of the children (mob, 
many opossums, witchetties) to the mother (old woman, hole). 
Urkalarkiraka goes back to Dream No. 4 and says that the man 
who approaches her in that dream is a sort of foster-child of hers. 
She took care of him when he was quite small, after the death of 
his mother. Now this man is working for the white man at Alice 
Springs with her husband. His body was covered with tjurunga. 
This additional remark shows that it is not the sexual desire itself, 
but the incestuous desire (son-husband) which is repressed and 
gives rise to the tjwrunga-symbolism, since tjurunga for her is the 
symbol of the tabooed penis. The white man is again the father 
symbol. All she said about her new dream is that the place was 
like this place where we are now. 


Seventh Interview—Tenth Dream 


“T was in a fine house, the house of a white man like this one. I 
was sitting inside the house and I looked just like your wife. And 


*Cf. for alknantama, Réheim, G.: The Riddle of the Sphinz. P. 111. 1934. 
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I gave you good food. Many lubras (native women) came to have 
a look at me and to see how fine I looked.” 

Associations. Formerly she was living with a white man. They 
had a cow, she got many dresses and he was very good to her. He 
had many lubras, and suddenly he left her. This dream confirms 
my interpretation of her previous dreams. 


Eighth Interview—Eleventh Dream 


“There are many lubras together and we are roasting witchetly. 
We find opossums in a hole and we have plenty of water to drink.” 

Interpretation. Dreams 9, 10 and 11 are told one after the other, 
No. 11 is nearly an exact repetition of No. 9, so that it looks as if 
the three were dreams that belonged together. No. 10 is an open 
realization of a conscious wish, while, in 9 and 11, the archaic 
equivalent is represented with considerable distortion. Instead of 
replacing her mother (my wife) she is with the crowd under the 
leadership of the old woman (mother). What she really desires 
is that the crowd should gaze at her in amazement (No. 9) while 
she alone enjoys the favors of the father (myself). 


Ninth Interview—Twelfth Dream 


“T was with a big crowd of women and we were getting fruit. 
The men killed a kangaroo and gave us flesh, and we all ate to- 
gether. Then I dug a little hole and the water came rushing up. 
I caught a fish in the water and gave it to one of the men. He gave 
me some kangaroo flesh in exchange. 

“Two men and two women came for witchetty. These four peo- 
ple had neither father nor mother, they came from the tjurunga. 
After eating the witchetty they went to sleep, the woman on the 
one side of the fire, the men on the other. They were like brothers 
and sisters to each other, not like married people.” 

Associations. The two women are like two friends of hers. They 
are both very beautiful (she points at my wife) and one of them 
has very big breasts. There was a third man in the dream; he 
looked like a boy with a long beard. Then she speaks about all 
her desires about good food, about getting her husband back and 
then she says that Jesus must be a strong white man who gives 
her plenty of good things like “Billy Box.’* 


*A white man at Alice Springs, who lived with a native woman and had many camels. 
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We see the recurring dream feature of the “group sleeping to- 
gether.” There is no such thing as incestuous libido, they are 
sleeping apart! The seemingly disconnected reference to Jesus 
who might fulfill all her wishes is probably due to the fact that she 
has heard something at the mission about the conceptio immacu- 
lata. Jesus also embodies her desires for a son whom she could 
love as her husband, who would give her all that a husband could 
give her and who might also be a husband in the physical sense of 
the word because he would not be a real son at all but sprung from 
the tjurunga. This repression of the physical process gives rise 
to the very clear symbolism in the first half of the dream, it is she 
herself who digs her hole (vagina) and then offers the “fish” 
(child) to the father in exchange for kangaroo flesh (intercourse). 


Tenth Interview—Thirteenth Dream 

“Two lubras had a fight, then they made peace and ate yalka 
(wild yams).” 

Associations. Urkalarkiraka had a fight with a younger woman 
the other day because of the yalka which the latter had stolen from 
her. In old times it was her mother who had a fight like that with 
her “young mother,” and she separated them. Then she tells me 
how they used to lie beside the camp fire, the fath2r in the middle, 
her mother to the right, the “young mother” to the left, and an- 
other young woman beside the young mother.” Four people lying 
at the campfire, this is the continually recurring element of her 
dreams. Sometimes we have a fifth person who is added in a hesi- 
tating sort of way (the man with the sores, the boy with the beard) 
—I assume that this demon-like person represents father’s penis. 

The latent content of the dream is quite evident this time. She 
has taken her mother’s place and is fighting her rival, the young 
woman who has stolen the yalka (yams), i. e., the love of the 
father. There is also a tendency to identify herself with the father 
who lies between the two “mothers.” (She separates them.) The 
next day she brings no dream, but, after the usual narratives about 
food and ltatas and quarrels, she tells the first dream that she can 
remember in her infancy. 





Eleventh Interview—Fourteenth Dream 


“A crowd of women came up to men and then they disappeared.” 
Associations. A nankara man drew a bone out of my leg. There 
were two nankara men in her family; there were Teque, her moth- 
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er’s father and Ndana, her mother’s brother. She always used to 
go about for food with her grandfather and the old man used to 
frighten her with stories about leltjas. The old man must have 
been a very powerful personage, a real father-imago in the child’s 
imagination. She knew that he was the person to protect her from 
these mysterious beings and probably, in the unconscious, also 
identified him with the same dangers. 

The women who appear and then disappear in the dream repre- 
sent various ways of life. One of them is called Wichita, the only 
thing Urkalarkiraka has to say about her is that she is “good.” 
Krala gave birth to a child before she was taken mbanja and then 
another man married her. The third woman, her real girlfriend 
Irkiaka, represents incest and punishment. For her brother ought 
to have married Irkiaka, and Irkiaka’s brother ought to have mar- 
ried her. This double marriage has the psychological advantage 
of retaining the fantasied gratification of the incest libido via iden- 
tification with the other woman. The “four people lying together” 
who are not married but brother and sister probably represent not 
only the original infantile situation but also the intended double 
marriage of her youth. Again we have “the fifth,” for another man 
came and married Irkiaka before Urkalarkiraka’s brother could 
take the girl. Afterward, however, Urkalarkiraka’s brother got 
the girl. Irkiaka’s own brother died, and Urkalarkiraka had to 
mourn for her bridegroom who had been so good to her and her 
family. 

After relating what she calls her “first dream” I ask her to try 
to go back as far as she can into the past and then tell me the 
first thing in her life that she remembers. This was her response. 

“My mother gave me a beating when I cried too much for ipatcha 
(milk, the breast).” | 

Then she goes on to say that her father always gave her plenty 
of meat and that she was always willing to go and fetch water for 
him. The mother used to chase her away: “Go and play with the 
other children.” Then the girls would make little toy-babies of 
manjeroo* grass and nurse them as if they were real children. 
Sometimes she quarreled with the other girls about a particular 
fruit and in her rage she would say, “You go and have intercourse 
with that fruit.” 


*Sec glossary, p. 63. 
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This cover memory shows not only the infantile Oedipus com- 
plex of the girl, with the wicked mother and the good father, but 
also the origin of this situation. The mother, or rather the nour- 
ishing breast, is the first love object for every human being, male 
and female alike. Both girl and boy retain this love object in the 
unconscious, but the girl has to make an early transition to the 
other sex. It is the refusal on the part of the mother which makes 
her turn to the father with her love, a refusal which is, of course, 
connected with the rivalry-attitude of the older woman. The girl 
now loves the father and introjects the mother, she has a (toy) 
baby of her own. Later she must learn not to want what she can- 
not get; for Urkalarkiraka said to the other girls (mother), “Go 
and have intercourse with that fruit [father],” when the girls 
would not give it up to her. 


Twelfth Interview—Fifteenth Dream 


“T went with a woman called Mataka and I saw a tmalpa (wild 
pear) tree with a lot of fruit on it. We gathered the fruit and went 
to a creek to eat it. There we saw another tmalpa tree laden with 
fruit and we took only half the fruit. Then we ate bread and saw 
a big parentee (lizard) running up a tree. I hit it on the back and 
it felldown. We ate the parentee. Then we went back to the camp 
and gave the people quandong (fruit). There were lots of people 
there and the place looked like Alpintira (hole). We went to Rei- 
tara and got reed there. We ground it with a stone and stayed 
there one night. I awoke.” 

Associations. Mataka is a girlfriend, her ipmanna (includes 
mother’s mother, daughter’s daughter and other relationship de- 
grees). They used to play together and to cook their food to- 
gether. Urkalarkiraka was walking with Mataka and Iwurkna 
when she saw a mother beating her daughter. The little girl was 
her ma, that is, classificatory mother. The child’s father was Ara- 
tata and he was very sick at this time. Aratata died soon after 
this and there was great mourning for him. Alpintira is a place 
near Arolbmolbma where they used to find lots of yalka (edible 
bulbs*) with Mataka. Something else happened there too which, 
judging by the hushed voice in which she relates it, must have im- 
pressed her considerably. She and Mataka and other young girls 
were ndaperama (in the ceremonial dance) there at the intuninja 


*See glossary, p. 64. 
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(circumcision) of a boy. When the circumcision ceremony was 
finished a man came up and caught Ljaperka mbanja fashion. 
Ljaperka was frightened, she cried and ran back to her mother 
although she was lelindja to the man, 

Then they left the place. Urkalarkiraka was wandering with 
her mother when they caught sight of the first riders whom they 
had ever seen. She and her mother hid in a hole. 

Dangers are lurking behind the idyllic scene. Mataka represents 
the mother as the mother should be. What Urkalarkiraka offers 
to the mother is a compromise. Let us eat our fruit together, 
dance together when a boy is admitted to the status of manhood. 
But such a thing cannot be. For what happens when the father is 
sick and the little girl unprotected? The mother beats her.* But 
there are dangers on the heterosexual side too from which Ljap- 
erka runs back to her mother. The scene with the riders, witnessed 
by Urkalarkiraka and her mother from a liole is probably a cover 
memory for another scene in which the mother’s “hole” (ef. the 
dream place “hole’) must have played a decisive part which she 
witnessed while she was supposed to be asleep. The infantile- 
sadistic view of coitus explains the association of Ljaperka who 
runs back to her mother when her bridegroom lays hands on her 
in the orthodox fashion, while her love for the father explains the 
eruelty of the mother. 


Thirteenth Interview—Siateenth Dream 


“T was going southward with several women. We met a married 
couple and the husband gave me some meat. We came to a big 
house near a big water hole. A white man was the boss and he 
gave us plenty of bread. We went into the bush and there I met 
my husband. We made a camp, I was camping with my husband 
and the others were alongside. Then I woke up and saw that only 
a lubra was camping with me!” 

Associations. One of her companions in the dream looked like 
Chikana. Chikana is a much older woman than she—her itjila 
(cross-cousin), Chikana is a kangaroo woman and her father used 
to give her kangaroo flesh. Urkalarkiraka used to be playing about 
with Chikana and then she would get some of that kangaroo flesh 
too. If there was plenty of it they would take it to the other women 
who were playing tjitjipanga tjitjipa (the oracle game, mentioned 


*Incidentally we find out that the Australians do beat their children sometimes. 
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in the foregoing). Chikana and she used to fight, but it was only 
play. Ukana used to stop them, and then they all embraced and 
were friends again. Although Chikana was much older, Urkalar- 
kiraka was stronger and she used to knock Chikana down. One 
girl would hide behind a bush, this was Ilkana, and rush out to 
frighten them pretending that she was a Nyipandipandi (demon 
women). 

The other woman who accompanies her in the dream is Kumia. 
They found some melons together and they grabbed at them be- 
cause they thought they were emus’ eggs. 

When I ask her about the man in the dream she does not answer 
for some time. Then she tells me: His name is Okalatara and the 
woman is Napataka. 

They are much younger than the dreamer. Napataka was a pet 
of her parents, and she always used to get emu eggs to eat. This 
Napataka was a very quarrelsome, aggressive little girl. She was 
always beating her older sister. Then her father got angry and 
beat her on the ljola (buttocks). Urkalarkiraka and Napataka 
were promised to the same man. About Okalatara she refuses to 
give any information. She only says he is her noa (classificatory 
husband). The white man in the dream is like Mr. Meyers in Alice 
Springs for whom she used to work. The place in the dream looks 
like Henbury where they made a tjurunga ltata with Depitarinja. 

Behind the commonplace happenings of the dream, we have epi- 
sodes of her childhood, fantasies of the unconscious, fraught with 
pleasure and anxiety. She shares the father’s love (kangaroo 
flesh) with Chikana who is old enough to be her mother. But she 
also fights with Chikana and then another girl appears on the 
scene, to impersonate a Nyipandipandi, or female demon. Our in- 
terpretation of Chikana’s role is confirmed by this episode, for the 
mother, in the role of a female demon, occurred in previous dreams. 

But the dreamer is also represented by Napataka, a little girl 
whom she had envied, for she remarks that she always ate emu 
eggs, a much-coveted delicacy. Just as she herself was always 
beating Chikana, this little girl was hammering away at her older 
sister until she got what she desired, the anal-sadistic caress of 
the father. This must have been a phase in the development of 
her Oedipus complex, aggression against the mother combined with 
a desire for punishment by the father. The white man and her 
own husband are modern editions of the old ideal, conditioned also 
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by the person of the writer. When she told me about her lelindja 
and how her husband used to give food to the family, she branched 
off into a narrative of how—when she was a little girl—her mother 
ran away with her from two leltja men who kept turning every now 
and again at every winding of the path. Sex, anxiety and rape. 


Fourteenth Interview—Seventeenth Dream 


“T got honey ants by scratching them out of a hole but they all 
disappeared instantly and spoiled the honey in the sand. Then I 
went to get a yam-stick and I saw a little tana (receptacle). The 
little tana was gliding along, just alone, with nobody moving it. 
I picked the yam-stick up and then I came to a big wurley. Joe was 
there with his wife. I talked to them and then I came out again. 
Then I went into another wurley. Kapita-indaka was there, my 
former husband, with his wife. I came out again and went into a 
third wurley inhabited by Laralaka and Muraia. They had a kan- 
garoo dog and they were talking together. Then I went back to 
my husband. We went toward the northeast and there I saw an- 
other man with his wife. This was Tungella with Irala. Then I 
went to another wurley and there I saw Kando with his wife Wal- 
kuneraka. I awoke, it was very cold.” 

Associations. All she says about Kando and Walkuneraka is 
that Kando was her quaramba (sister’s father-in-law) and was al- 
ways good to her. There is more to say about Tungalla and his 
wife, for these were in the relation of real father-in-law and 
mother-in-law to her. She used to go to Woratara to visit this 
Tungalla. He always “looked after” her, that is, he liked her and 
treated her well. There was another woman there too, another 
mother-in-law of hers, therefore Tungalla’s “wife.” She wanted 
Tungalla, but she was too old for him, and he refused to have her. 
Finally they camped in the bush, and then Irala came and they had 
a fight. Irala gave her a real hiding, and she ran away. Tungalla 
continued to give her meat but they did not camp together any 
more after this. 

Then she tells about Kapita-indaka and her married life with 
him, This was at Alice Springs; and a woman called Hidi, a half- 
easte, used to visit them regularly. Whenever she came she 
brought some food for Kapita-indaka. “Finally I alknontaka (got 
jealous) and I told her, ‘Give the food to me, if you want to bring 
it, and I will give it to him.’” One night he did not come home and 
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she knew where he had been. Then she found the woman and gave 
her a terrible beating with a yam-stick. 

The woman ran, she chased her. When the woman fell she sat 
on her and went on beating her with the yam-stick. Then she 
‘aught Hidi again and dragged her along by the pubic hair, rolling 
her on some broken glass that was on the ground. She held the 
woman’s pubic hairs till they all came out. Then she rammed her 
fire-stick right into Hidi’s vagina. The husband was an interested 
spectator while all this was going on; the only thing he did was to 
take her yam-stick away. Then she came to her husband and she 
was tnontaka (dancing with triumph). She quarreled with him, 
but it was no use, for afterward he left her and camped with Hidi. 

The information about the others in the dream is exceedingly 
scanty. Laralaka is her noa (potential husband) and Muraia her 
itia (younger sister). Joe is tjimia (brother’s grandson) whom 
she knew well when he was a little child. Then she speaks about 
children’s games, about people who are old men at the mission now 
and how they used to play when they were children. 

About the yirramba, the honey ants in the dream, she tells me 
that it requires quite a lot to fill up a pitchi. They live in an inkura 
(hole), and you have to get them up with a yam-stick. The yir- 
rimba is her mother’s knanindja (totem), therefore her altjira. 

The end of the associations refers to an early period in her life. 
We have seen how the deprivation which she suffered from the 
mother made her introject the mother and become a mother in her 
games. This dream shows the same process in her masturbation. 
The self-moving pitchi (trough, receptable) is her own vagina 
which she masturbates but in her fantasy it is the mother’s vagina 
with which she continues her libidinal relations. The pitchz is self- 
moving, this is a denial of masturbation: No, I did not touch it with 
my hand. For the pitchi and the hole of the honey ants are surely 
the hole of the mother who is here represented by her totem in the 
dream. She scratches the honey ants out of the hole but they dis- 
appear again, i. e., it is she who gives birth to her younger sisters, 
only to kill them very quickly again as her rivals. This coming 
out and going back of the yirramba she is continually performing 
during the whole dream, she goes into a wurley and comes out 
again. A series of wurleys, a long life, Joe, represent her rela- 
tions to the young men of the tribe and her feeling of how good 
it would be to be young again and play! The affair with Tungalla 
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by the person of the writer. When she told me about her lelindja 
and how her husband used to give food to the family, she branched 
off into a narrative of how—when she was a little girl—her mother 
ran away with her from two leltja men who kept turning every now 
and again at every winding of the path. Sex, anxiety and rape. 


Fourteenth Interview—Seventeenth Dream 


“T got honey ants by scratching them out of a hole but they all 
disappeared instantly and spoiled the honey in the sand. Then I 
went to get a yam-stick and I saw a little tana (receptacle). The 
little tana was gliding along, just alone, with nobody moving it. 
I picked the yam-stick up and then I came to a big wurley. Joe was 
there with his wife. I talked to them and then I came out again. 
Then I went into another wurley. Kapita-indaka was there, my 
former husband, with his wife. I came out again and went into a 
third wurley inhabited by Laralaka and Muraia. They had a kan- 
garoo dog and they were talking together. Then I went back to 
my husband. We went toward the northeast and there I saw an- 
other man with his wife. This was Tungzella with Irala. Then I 
went to another wurley and there I saw Kando with his wife Wal- 
kuneraka. I awoke, it was very cold.” 

Associations. All she says about Kando and Walkuneraka is 
that Kando was her quaramba (sister’s father-in-law) and was al- 
ways good to her. There is more to say about Tungalla and his 
wife, for these were in the relation of real father-in-law and 
mother-in-law to her. She used to go to Woratara to visit this 
Tungalla. He always “looked after” her, that is, he liked her and 
treated her well. There was another woman there too, another 
mother-in-law of hers, therefore Tungalla’s “wife.” She wanted 
Tungalla, but she was too old for him, and he refused to have her. 
Finally they camped in the bush, and then Irala came and they had 
a fight. Irala gave her a real hiding, and she ran away. Tungalla 
continued to give her meat but they did not camp together any 
more after this. 

Then she tells about Kapita-indaka and her married life with 
him. This was at Alice Springs; and a woman ealled Hidi, a half- 
caste, used to visit them regularly. Whenever she came she 
brought some food for Kapita-indaka. “Finally I alknontaka (got 
jealous) and I told her, ‘Give the food to me, if you want to bring 
it, and I will give it to him.’” One night he did not come home and 








GEZA ROHEIM, PH.D. 53 


she knew where he had been. Then she found the woman and gave 
her a terrible beating with a yam-stick. 

The woman ran, she chased her. When the woman fell she sat 
on her and went on beating her with the yam-stick. Then she 
aught Hidi again and dragged her along by the pubic hair, rolling 
her on some broken glass that was on the ground. She held the 
woman’s pubic hairs till they all came out. Then she rammed her 
fire-stick right into Hidi’s vagina. The husband was an interested 
spectator while all this was going on; the only thing he did was to 
take her yam-stick away. Then she came to her husband and she 
was tnontaka (dancing with triumph). She quarreled with him, 
but it was no use, for afterward he left her and camped with Hidi. 

The information about the others in the dream is exceedingly 
scanty. Laralaka is her noa (potential husband) and Muraia her 
itia (younger sister). Joe is tjimia (brother’s grandson) whom 
she knew well when he was a little child. Then she speaks about 
children’s games, about people who are old men at the mission now 
and how they used to play when they were children. 

About the yirramba, the honey ants in the dream, she tells me 
that it requires quite a lot to fill up a pitchi. They live in an inkura 
(hole), and you have to get them up with a yam-stick. The yir- 
rimba is her mother’s knanindja (totem), therefore her altjira. 

The end of the associations refers to an early period in her life. 
We have seen how the deprivation which she suffered from the 
mother made her introject the mother and become a mother in her 
games. This dream shows the same process in her masturbation. 
The self-moving pitcht (trough, receptable) is her own vagina 
which she masturbates but in her fantasy it is the mother’s vagina 
with which she continues her libidinal relations. The pitchz is self- 
moving, this is a denial of masturbation: No, I did not touch it with 
my hand. For the pitchi and the hole of the honey ants are surely 
the hole of the mother who is here represented by her totem in the 
dream. She scratches the honey ants out of the hole but they dis- 
appear again, i. e., it is she who gives birth to her younger sisters, 
only to kill them very quickly again as her rivals. This coming 
out and going back of the yirramba she is continually performing 
during the whole dream, she goes into a wurley and comes out 
again. A series of wurleys, a long life, Joe, represent her rela- 
tions to the young men of the tribe and her feeling of how good 
it would be to be young again and play! The affair with Tungalla 
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shows how the incest regulations of the tribe are disregarded and 
how her desire to be the father’s wife comes true in real life in a 
slightly distorted form for the father-in-law takes the place of the 
father. But she is beaten away by the woman in possession, a repe- 
tition of what the mother did to her when she was a child. In the 
jealousy scene with Hidi it is she who punishes her younger rival; 
and the form of the punishment shows the same homosexual tend- 
encies which we have suspected in connection with her mother, for 
she rams her stick into her rival’s vagina, 

The whole dream is a series of seemingly commonplace episodes 
which are all based upon the same unconscious attitude as that 
toward polygamy itself. This attitude is that of the child who is 
not invited to participate in the primal scene. She goes into many 
huts alone, and wherever she goes she finds a married couple. 


Fifteenth Interview 
This time, Urkalarkiraka has no dream to relate. Instead of 
this she tells me a long story about the kulaca (kanmara; Aranda 
tanka—mythical serpent) which explains this mythical animal as 
an anxiety object. The female kulaia is especially dangerous on 
account of her teeth, while the male “merely” swallows his victims 
(inverted functions). 


Sixteenth Interview—Eighteenth Dream 

“Two young men came to the amboanta (ceremonial ground) 
and there was quite a crowd of women dancing there.* After the 
dance the women went to a place where the boys had been hidden 
behind the quendja (fence or lean-to) but the boys had disap- 
peared. Then a man found the track and they found the boys 
cooking meat. They fetched the boys back to the amboanta, and 
the women started to repeat their dance. The men chased them 
away.” 

This reminds her of a dream she had a long time ago. 

Nineteenth Dream 

“There was a big camp with a lot of men in it. There was one 
man there with his wife but she was ‘wild,’ that is wonka (closed, 
a virgin). The man kept offering her meat and she always re- 
fused. She would only eat the meat given to her by her father 
and her brother. Finally the man rolled up his spears in a bundle 

*Cf., dream No. 9. 
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and went away. The girl got her yam-stick, put some witchetty in 
a shield and approached the man. The man was hiding behind a 
bush and speared her right through both breasts as she came. 
Then he covered the corpse with boughs and went away. 

“The man came to a big camp and he told them that he had killed 
the girl. The girl’s brother saw a mob of eaglehawks flying and 
he went to look at what they were eating. He found his sister’s 
corpse, buried her in a hole and then he told the people what had 
happened. In the meanwhile the man had disappeared. They 
found him in a big camp. He had put the narkapala (charcoal, war 
paint) on and came meritnja pitchika (“dancing’*). They threw 
spears at him, and the women hit his head with a stone or yam- 
stick. 

“Then I woke, I looked round, but there was nothing.” 

Associations. The hero of this dream was like a kamuna 
(“uncle”) of hers in Andulja. This man was aknara (reckless, 
dangerous) a quality which he also shows in the dream by announc- 
ing the murder of his wife to the whole camp. This uncle loved 
her very much, and she liked him too. She relates an episode of 
their wanderings. The two married couples (uncle and wife, her 
husband, herself) go to a place called Doctor’s Stone. The wonka 
(virgin) girl in the dream is like Amanda. Amanda was a very 
well-known personage at the mission; she was a sort of prostitute 
or nymphomaniae. Finally, she compares the girl’s brother to Big 
Johnny. This Big Johnny is her noa, a man whom she would evi- 
dently desire very much to have as her real husband. Only yes- 
terday he gave her some tea—a conclusive proof of his good will. 
The dream locality, she compares to Indiakurka. At Indiakurka 
her husband’s brother was so sick they thought he would die. When 
I ask her to talk about the end of the dream, the part where they 
kill the man, she refuses and says it is time for her to go. 

The whole dream is very interesting because it shows an Aranda 
woman’s view of coitus. The wonka or virgin represents the 
dreamer. She won’t take any meat from her husband, only from 
her father and brother. She will not let him have intercourse with 
her, whereas she is really most desirous of coitus (Amanda). But 
intercourse is a great peril, the man’s “spear” penetrates into the 
woman and kills her. 


*As a challenge. 
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Moreover, coitus is also a very dangerous thing for the male, for 
the aggressor. It is punished by death; and, as we see, the whole 
camp acting in union. The wonka girl’s husband looks like the 
dreamer’s “uncle,” the girl’s brother like her “husband.” Coitus is 
connected with super-ego anxiety because of the incestuous fixation 
of the love object. 

Old Ulkalarkiraka is a lively sort of person and very active for 
her age. She has had a life full of events—and is still ready for 
more. Polygamy afforded an outlet for her homosexual trends, 
both in their tender (friendship), and in their aggressive aspect. 
From what we can see of her childhood she must have been an ex- 
ceedingly aggressive little thing, or her mother would hardly have 
refused her the nipple. This is a thing an Aranda woman will do 
only when she is sorely plagued by the little tyrant. In every quar- 
rel with her girlfriends, she had the upper hand. She was less suc- 
cessful in retaining the love of the men, both black and white— 
evidently because of the aggressive and phallic trends in her 
make-up. 


III. CHincui-wara 
Chinchi-wara is a very lively, talkative old woman, considerably 
older than Urkalarkiraka and Ilpaltalaka. Her home is Tempe 
Downs, that is, she is a Kutata (Matuntara). Her totem is Nyarua 
(a little bird). The first time she comes, she has no dream to re- 
late; but when I question her she tells the first dream of her life, 
that is, of course, as far as she remembers. 


First Interview—First Dream 


“A mamu (demon) in the shape of a dog came from the west. It 
was walking on the water. I was frightened and ran to Lunkata 
tukuta (Lizard ancestor). Lunkata tukuta pulled his stone out and 
threw it at the mamu. Then the mamu disappeared in the ground.” 

Associations. The mamu was a meringalku (a corpse-eating de- 
mon). Another time she saw a bankalanga (demon) in daytime. 
It was a big hairy man who threw a waddy (stick) at her, 
barely missed her because she ducked. The mamu had a red 
mouth like fire and red ears. Long teeth. It looked like Ngatu’s 
dog. Ngatu was her mother’s brother, with whom she always used 
to walk about. He was a bold man who had killed another man. 
He used to give her plenty of meat. She would go about following 
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either Ngatu or her other uncle, Mututana, or her father. Lun- 
kata tukuta always used to pull the disease out of her if there was 
anything wrong. He was her kata (father). He was an aggres- 
sive sort of man also and he killed many people with his magic. A 
long time ago a big mob of mamu cats came from the west and 
“bit the people dead.” Once she saw some mamu in the shape of 
men, they had huge testicles hanging down and very big penes. 

Associations. The big hairy man who throws sticks at little 
girls, dogs, cats that bite the people, the demon dog who looks like 
her uncle’s dog and comes on the water with a sort of floating 
movement (cf. flying in the dream), all represent the one danger 
which little girls desire: the huge penis, in this case the uncle’s 
“dog.” Her first memory is that of a leltja, and it was her other 
uncle Mututana who was always telling her about the leltjas. The 
demon disappears when Lunkata tukuta, her father, “throws out” 
something from his body which kills it. 





Second Interview—Second Dream 


“There was water on both sides and I climbed up a gum tree. 
The branch bent down and I was hanging on it—then J dropped 
down and as I fell my mother caught me in her arms and took me 
away. 

“Then I went to a place where I saw my mother’s grave, I went 
up a high rock. There was a gap there anc J passed through that 
gap. Two wanapas (blood avengers) were on the other side lying 
in wait for me and trying to choke me and I ran back again through 
the gap. They chased me and I ran through the gap. There 
were two women there and the wanapas wanted to thrust their 
spears into all three women. They had just fixed the spear thrower 
when I awoke.” 

Associations. The two men look like Merilkna, her husband, 
and his brother Ilpiljaurka. She speaks of the time before they 
were married. Merilkna was “chasing” her, and she always ran 
back to her mother. Then Merilkna would come and “chase her” 
to his camp again. The two women in the dream remind her of two 
women at the mission. One of these is her “mother” and the other 
her “grandmother”—in the classificatory sense. 

The place with the water and the tree is Ilara. This is where 
she lived when she was a child; indeed this is the first place she 
remembers in her life. A big place, plenty of water. 
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Whenever a girl’s breasts begin to develop the men are after 
her. They chase her and she runs to her mother or often she will 
climb up a tree. The man who wants to get a woman always comes 
with a spear and spear thrower like I/piljaurka in the dream. 

Then she speaks about a fight between her father and her fath- 
er’s brother. The brother had a dog. The dog stole her father’s 
meat and her father split the dog’s nose with his boomerang. When 
she saw the two old men fight she was terribly frightened and cried. 
In the dream she follows her mother’s track to a place called Un- 
dura and that is how she finds the mother’s grave. The gap in the 
hill is like a place called Puka (Stinky). 

The first scene is evidently a representation of birth, of the time 
when she fell out of the mother, out of the amniotic fluid into life. 
But in the dream this is represented by the opposite, she falls 
toward the water, toward the mother. The anxiety that accom- 
panies the fall looks like birth anxiety, so does the gap through 
which she goes when she comes from the mother’s grave. It is 
also significant that of the two women who expect her or to whom 
she runs back on the other side of the grave, one is her classifi- 
catory mother, while the place itself is called “stinky” in an epithe- 
ton very frequently applied by the Aranda to the vagina. 

The association material connected with the dream is mainly 
about one subject, how girls run away from the man who wants to 
have intercourse with them to the mother. The girl’s formula is, 
“No I don’t want the man’s spear to go intu me, on the contrary it 
is 1 who want to retreat into the mother.” 

In the last scene, however, we find that the men are just about to 
thrust their spear into her and the mother. Does this not indicate 
a second unconscious meaning of the running away as an attempt 
to attract, to allure the man with the erect penis toward the mother, 
i. e., to attract the father? In doing so, the girl is trying to have 
coitus in the presence of the mother (super-ego) and at the same 
time is celebrating a victory, a revenge for having been an inactive 
witness of the primal scene. But the associations lead from the 
wanapa to her husband and from the husband to the fighting 
father. That is why she attracts the man who is chasing her to the 
mother, because thereby he gains additional value in the uncon- 
scious, as he is now identified with the father. 

The anxiety, therefore, which drives the girl to her mother is 
only represented in the dream as a birth anxiety, really it is a 
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super-ego anxiety conditioned in its development by the Oedipus 
complex. Ultimately running to the mother or its unconscious 
equivalent, intrauterine regression, is a hostile symptomatic action. 
The penis is the male weapon penetrating into her body and killing 
her, now she desires to go into the mother’s body and to destroy 
the mother—partly on a homosexual basis and partly as a retribu- 
tion for the super-ego difficulties which compel her to run away 
from the men. Hence between the two, birth and uterine-regres- 
sion episodes, we find the mother’s grave. 

After this dream she stayed away for some weeks. 


Third Interview—Third Dream 


“T went to another place in the bush and there I saw a dead man. 
He was lying there speared right through by a leltja (blood aven- 
ger). I ran away and came to a station. There was a white man 
there who gave me plenty of ilour and bread. I saw plenty of 
horses, cattle and camels at the station.” 

Associations. She was wandering from Yunka to Wanmara. At 
the latter place, there was a man called Yuna to whom she had been 
promised. But she did not like this man and actually never mar- 
ried him, as he was shot by the police afterward for killing cattle. 
The man who was lying there in the bush dead looked like Mutu- 
tani, her uncle. He was a very big man. Mutu-tani was a great 
atunari (chief) and great nankara man (medicine man) and a fa- 
mous leader of blood-feud expeditions. At Apara she saw a dead 
man who had been speared by a wanapa for some “wrong” con- 
nected with tjurunga. She was with her mother when she saw 
this and she cried with fright. It was the first time she had seen 
a murdered man. 

The station with the white man reminds her of a place where 
she used to stay, and of a certain white man who locked all the 
girls up in a room and made them “quiet,” 2. e., raped them. She 
was his wife and always had plenty of food. 

The dead man of the dream is the beloved uncle of her youth and 
also reminds her of one of her “husbands.” The Australian male 
is far from being a very tender husband and uses more violence 
than persuasion to get what he desires. We see the correspond- 
ing reaction in Chinchi-wara, who kills her husband (uncle) in her 
dream. She is a possessor of the woman’s pointing bone or black 
magic, and the dream shows the admixture of aggression in her 
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love life. The white man who wooed her with native violence and 
white bounty is introduced to the scene as a preferable love object. 


Fourth Interview—Fourth Dream 


“T was walking alone and J saw a cliff rising on both sides. I 
went in a gully up a hill and down again between two other cliffs. 
There I saw a dead emu with a spear in its side. I asked who 
speared it? There were men in a cave not far away. The dead 
emu came to life again and walked about with a spear in its side. 
Then I killed it with the aid of another woman. Then a man came 
and speared me in the leg. I ran and the man pursued me. I came 
to a narrow gap and could not get through. I awoke.” 

Associations. The place where this happens in the dream is 
called Papalawaralkna. A kuninka (wildcat) ancestor went there 
to Unguta kwatja—and his dogs hang there from the cliff. They 
are stones now. 

She was sleeping at this place once when the tnenka (blood 
avenger) came. They were after one old man, her grandfather, 
and they simply riddled him with spears. The spears went right 
through his eyes and body. The man who chases her in the dream 
looked like Lelil-tukuta, her amba (nephew, ete.). Araba (her noa, 
classificatory husband) chased her like that once because she had 
told the whites that they had been killing cattle. The gully in the 
dream is like Kaleiatunta (Emu leg). This was a place where her 
father used to get many emus at the water. At this place her 
father Patila speared a man called Nalura in the leg. The fight 
broke out because of an emu that had been killed by her uncle 
Ikitanpi. Nalura took too much away from her uncle so that there 
was none left for Patila. Ikitanpi was staying with them when 
her mother killed Chinchi-wara’s little brother. The mother wanted 
her to eat it as that would make her body grow big. She wanted 
to eat the child and took the corpse to the father who was cooking 
a kangaroo. Ie took it away from her and chased her away be- 
cause he was sorry for the little boy. 

Interpretation. Two experiences are mentioned here which must 
be regarded as overdetermining the frequent corpses in her 
dreams. She actually saw her grandfather killed, and she and her 
mother killed her little brother. The latter is represented in the 
dream by the emu which she kills with the aid of another woman. 
The emu’s rightful owner (the man from the cave) pursued her in 
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the dream for doing this. The associations lead to Lelil-tukutu 
who would be a “wrong” marriage, to Araba, her proper noa and 
finally to her father who speared somebody at the very same place 
because of an emu. The father is the owner of the emu (brother), 
he made him with his spear. She wakes at the moment when the 
father’s “spear” is raised and her body is wedged in a gap, 1. e., 
when the father’s spear is wedged in her gap. In reality, father 
was angry at her; in the dream, we have a rape situation. 


Fifth Interview—Fifth Dream 


“T saw a kuna snake coming and I killed it with a yam-stick. I 
made a fire to cook the snake, and there were some other women 
there seated round the fire. I went to fetch a stone but when I 
returned the snake had moved away. I threw the stone at it but 
it jumped up and stood erect and looked down at me. It had climbed 
up a tree. Now it was a muruntu punuu (big water snake), it 
chased me and I ran to a kurara (bush). Under the root of the 
bush we all sat down. The muruntu was winding itself around the 
bush and I woke up in a great anxiety that it would swallow me.” 

Associations. The kurara is a prickly wood and is believed to 
afford protection against snakes. The women are her cousins and 
sisters. The place where this happens is like [lara where the warp- 
mala (blood feud expedition) killed her grandfather. The event 
of a snake climbing up a tree reminds her of Itunta, where there 
was a carpet snake hanging down from the top of a tree. Not far 
from Itunta she saw the warpmala killing her father—she broods 
over this, but will not say anything more about tt. 

We find here two important “historical” determining factors in 
the dream motif of corpses and animals that are killed. The 
deaths of her grandfather and of her father of which she was 
a horrified witness are attributed to her own aggression or 
unconscious death wishes. The end of the dream shows the 
same technique as Dream No. 2. The anarety of being choked or 
swallowed by the serpent looks as if it were derived from birth 
anxiety. But this sensation is merely a mask under which we can 
discern an anxiety of a differenet type. The little snake becomes 
a big snake; the father’s penis is im erection. Dead things live 
again,* for it is a saying of her people that the penis dies in the 

*Dead emu revived—brother’s death annulled. 
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vagina. But she is afraid of this pleasure, for public opinion rep- 
resented in the dream by the group of her sisters and in her by the 
super-ego (represented also by the big snake) would be against 
it. It is she who has killed the snake just as she killed the emu. 
Evidently another unconscious interpretation of coitus is that in 
intercourse the woman tears off the man’s penis. 

Old Chinchi-wara is decidedly what we should eall a “chief” 
among the women. Her prestige is undoubtedly connected with her 
knowledge of evil magic. Such a knowledge is in full keeping with 
her personality. She rejoices in cruelty inflicted on others, and 
has a strong sadistic component in her libidinal strivings. 


CoNncLUSION 

Two of these cases (Urkalarkiraka and Chinchi-wara) show the 
aggressive phallic type of woman. This would be in harmony with 
what I have assumed to be the central trauma of this culture 
(woman lying on child, alknarintja situation) (Roheim: Int. J. 
Psychoan., XI[1:54) with the behavior shown by the little girls in 
the play hours when they all took over the phallic role from the 
boys (field notes). It would follow that what a culture shows on 
the surface (woman running away, male pursuing her with spear) 
is the reaction formation of the original content. However there 
is a caution to be added. It is very likely that the women who are 
willing to give information are just those who happen to be more 
phallic and aggressive than the other members of their tribe. It is 
also of interest to note that the blood feud (relative killed) figures 
conspicuously as an infantile trauma. 


1 West 85th Street 
New York 24, N. Y. 
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GLOSSARY OF NATIVE WORDS 


(The following native words appearing in the text are for general reference, 
as text definitions are given as a rule only on a word’s first appearance.) 
aknara_ reckless, dangerous. 
alknantama ceremonial wriggling, symbolizing coitus. 
alknarintja woman who “turns her eyes away,” i. e., resists the advances of men. 
alknontaka became jealous. 
altjira mythical ancestor, dream. 
amba nephew, etc. 
amboanta ceremonial ground. 
atunari chief. 
atua leltia man blood avenger. 
bankalanga demon. 
corroboree dance of men and women (pidgin English). 
erintja demon. 
erkurinja stuck together. 
euro mountain kangaroo (Macropus robustus). 
illpangura men’s totemic ceremony. 
iltjila cross-cousin. 
inkura hole. 
intuninja circumcision. 
ipatcha milk, the breast. 
itia younger sister. 
kamuna_ uncle. 
kata father. 
knandja_ totem. 
kulaia mythical serpent. 
kunia a big, non-poisonous snake. 
kuninka wildcat. 
kurara a prickly bush. 
latjia wild yam. 
lelindja promise of a newborn girl as a future wife, a person so promised. 
leltjia blood avenger of an enemy tribe. 
liola buttocks. 

Itana_ ghost. 

Itata same as tjurunga lItata, q. v. 

lubra native woman (pidgin English). 

lukura woman’s camping place, 

mia _ classificatory mother. 

mamu demon (Luritja word). 

manjeroo a plant with edible seeds (Claytonia balonnensis). 

muruntu punuu a big water snake. 

mbanja rape; also a marriage ceremony and the state of being married. 
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meritnia pitchika dancing. 

mulga name of various species of acacia (usually Acacia aneura) which form 
dense scrub. 

nankara medicine man. 

nankuru final phase of initiation ceremony. 

ndaperama ceremonial dance. 

ndullabuma “walkabout” excursion. 

noa_ classificatory or potential husband or wife. 

Nyarua a little bird. 

Nyipandipandi demon woman. 

parentee lizard. 

pitehi a bark or wooden trough. 

quandong a fruit. 

quaramba = sister’s father-in-law. 

quendja a fence or lean-to. 

fanka a mythical serpent. 

tjimia brother’s grandson. 

tjurunga a wocden or stone representation of totemic ancestors of the mythical 
age. 

tiurunga Itata a customary dance in which both sexes participate. 

tmalpa_ wild pear. 

tnenka blood avenger. 

tnontaka ceremonial dance of women at a boy’s initiation. 

tnyima a kind of larva dug from the ground; a species of witchetty, q. v. 

turkara (Luritja word) a west wind containing two cat demons stuck together, 
one facing east, the other west. 

waddy stick. 

waliunpanpa string decoration. 

wanapa blood avenger (Luritja word). 

warmpala blood feud expedition. 

witchetty grub larva of the Cossus moth (eaten by the natives) pidgin English. 

wunna father’s sister. 

wurley hut (pidgin English). 

wonka closed, a virgin. 

yalka edible bulb (of Cyperus rotundus). 

yirramba honey ants. 











































CRANIOCEREBRAL POSTCONCUSSIVE PERSONALITY STATES 


BY LEWIS J. SIEGAL, M. D., LL.B. 


Cerebral traumata and their diverse results have reached a fac- 
tor of considerable neuropsychiatric consequence when contem- 
plated in the light of the aftermath of head injuries which have 
followed two world wars, and which occur as results of physical 
and psychic damage incident to vehicular, industrial and otherwise 
produced craniocerebral casualties. 

As the combined psychie and physical rehabilitation of the pa- 
tient marks out a medical problem of prime importance, it becomes 
vitally essential that our recognition of the character and magni- 
tude of cerebral injury be on a plane, and have a degree of defini- 
tion that will afford a measure of adequate evaluation of the pa- 
tient’s organized character-pattern in his post-traumatic situation. 

The writer’s observation of disabilities following cerebral trau- 
mata and of the extent of their severity, has demonstrated that 
they present difficulty of estimation, when the latter is undertaken 
solely upon the basis of correlation between the quality of the orig- 
inal head injury and its subsequent traumatic effect. 

Subjective symptomatology as residuals of cerebral traumata 
demonstrates a multitudinous and diversified character. The most 
predominant sequel that the writer has found is headache with as- 
sociated phases of disorientation, dizziness and intellectual slug- 
gishness. Other variants of physiogenic and/or psychogenic dis- 
turbance have included anxiety, dispiritedness, irritability, apathy, 
lack of concentration, displacement of affect, inordinate exhaus- 
tion, insomnia and transitory disturbances of consciousness. 

From the viewpoint of lasting cerebral defect, headaches which 
are paroxysmal and bounding, coupled with genuine vertigo (not 
merely a feeling of giddiness) upon exertion or postural altera- 
tion, photophobia and/or disturbing affective outbursts, because of 
apparent interaction of psychological and histopathologic elements 
seem important. When the head pains lack precise localization, 
are not influenced by exertion or postural changes, and the patient 
describes them as more or less constant, with a dearth of other 
symptomatology—a condition indicative of diminished cerebral ac- 
tivity—the psychogenic character becomes evident. To this 
description, patients will frequently add sensations of cephalic 
constriction, pressure upon the head or a feeling as though a spike 
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were being driven into the skull. They may complain of scalp 
soreness which is not amenable to analgesic therapy, or may dem- 
onstrate bizarre anxiety, excessive joviality, depression, belliger- 
ence—or, at times, paralyses or anesthesias of bodily parts not 
delimited by anatomic distribution. 

The latent effects of head injuries clearly depend upon the man- 
ner of occurrence of the original trauma, the duration of the state 
of disturbed consciousness, and factors existing during the pa- 
tient’s convalescence, as well as his antecedent personality make- 
up. No single element may be omitted from prognostic consid- 
eration. 

As traumata involving structural alterations, viz: depressed 
skull fracture, cerebral and cranial nerve tissue injuries, menin- 
geal hemorrhage, brain abscess, etc., are not the subject of this 
study, and as these may be clinically determined by their indicated 
classical pathologic symptomatology, they will not be discussed in 
detail here. 

Cerebral concussion may occur without significant lesion and as 
such may be productive of varying periods of transitory cerebral 
dysfunction. To the contrary, it is well to be alert to the fact that 
grave organic cerebral damage may at times take place without 
manifest interruption of consciousness. Also, subsequent impair- 
ments do not always exist in relationship comparable to the seri- 
ousness of the original head trauma and the traumatized individ- 
ual’s latent incapacities. 

A discussion of the sequelae to head injuries, uncomplicated by 
organic brain damage or by unalterable cerebral changes, where 
subsidence of acute effects of the trauma has given way to subse- 
quent or to latent incapacities, is the purpose of this report. 

Cerebral concussion presupposes the occurrence of trauma which 
has resulted in a shaking up of the brain substance, suffered either 
through direct forcible impact, or by way of contrecoup. Among 
the direct causative factors may be cited such accidental occur- 
rences as explosions, vehicular collisions or falls upon the head. 
Indirectly, such traumata may be traceable to a patient’s sudden 
drop through space from a height, or to his having been repeat- 
edly struck about the head and face; that is, he is “punch drunk.” 
The latter is an encephalopathy with the characteristics of pro- 
gressive mental deterioration so frequently met with in prize- 
fighters who have fought for five years or longer. 
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There are diverse histopathologic changes after trauma to the 
head; and the disabilities therefrom are dependent upon double, 
yet correlative, factors—physiogenic and psychogenic. While 
rapid and total recovery is not precluded, even though the patient 
has had protracted amnesia, an extended period of unconscious- 
ness may reflect (a) the severity of the generalized disturbance, 
and (b) the violence of the cranial impact proper. The more se- 
vere the direct impact to the skull, the greater the likelihood of his- 
topathologic alterations and of varying gradations of permanent 
change. This criterion may also serve for estimation of reversible 
impairment of cerebral activity. Inasmuch as impaired mental 
function pervades the picture throughout the interval of clouded 
consciousness, any dépendable recognition of likely permanent 
consequences of head trauma must await return of complete con- 
sciousness. Perforce, therefore, the most reliable adjunct in eval- 
uation of the eventual outcome of skull injuries is the examination 
of the patient after termination of the interval of memory loss. 
No substitute for this procedure is efficacious. 

Although there is no dependable correlation between the gravity 
of the initial trauma and the severity of the morbid consequences 
following, a marked correlation does exist between the presence of 
such complicating situational factors as actions or contemplated 
actions at law, unliquidated compensation payments, concomitant 
traumata to other bodily parts, and the perseverance and distine- 
tive character of the neurotic consequences. The latter, together 
with the conjectured cerebral effects, are often used by the neurotic 
personality (without awareness) as an escape from fear, panic, ac- 
countability for past deficiencies, and cover for lethargic response 
in respect to social and economic readjustment. 

In this connection it is well to evaluate as far as possible the 
pre-traumatic psychic status, to take into account the patient’s 
adaptability, initiative, aspirations and intentions before injury, 
and to recognize any current alteration in his surrounding cir- 
cumstances and/or expectations since the injury. 

Frequently the patient’s desire to obtain money payments ap- 
pears to color the symptomatic picture, when objective evidence of 
craniocerebral disorder has ceased to justify his symptoms. Post- 
concussion neuroses may be frequently predicated upon the pa- 
tient’s presently-acquired anxieties and upon threats to his per- 
sonal and/or family security, through loss of employment, domes- 
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tic or legal difficulties arising from his accident, financial problems 
—and the presence of other diseases or injuries which the patient 
imputes to his head trauma, ete. The manner in which the trauma 
occurs—compensable accidents, in contrast to accidental falls in 
the home, injuries in sports, hurts in altereations or in hold-ups— 
provides a significant conrection between the question of compen- 
sation for damage and its effect upon the patient’s disability, as 
well as upon the issue of his behavior pattern. Inasmuch as this 
controversial subject frequently presents many challenging syn- 
dromes, their recognition plays a further important role from the 
determinative angle, in medico-legal situations bound up with the 
question of compensability, liability, indemnification, ete. When 
consideration is undertaken from the etiological standpoint, it is 
well to keep in mind that coneussive traumata are not invariably 
attended by concomitant histopathologic tissue alterations. This 
may be so, although an ephemeral cerebrophysiologic condition 
may be in evidence at the onset of injury. 

Traumata to the skull may precipitate neurotic changes in cer- 
tain instances or may extend into lasting pathological alterations 
with implication of ganglion cells and nerve fibers as well as of 
glia, blood vessels and meninges. In severe cases, hemorrhages 
ranging from petechiae to bleeding with perivascular infiltration 
and areas of cerebral softening may supervene. Similarly, the 
latter may extend into the cerebellar cortex, although the lower 
surfaces of the frontal and temporal lobes are particularly vulner- 
able to this destructive process. Frequently, the cerebral sub- 
stance near the concussed site may remain practically unimpaired 
while varying degrees of bleeding may take place in the mesen- 
eephalon, pons, thalamus and striatum, or extravasating lesions 
may occur at poles opposite to the locale of the actual trauma by 
way of contrecoup. The encephalopathies of veteran pugilists are 
the aftermaths of repeatedly-suffered traumata with attendant 
cerebral and meningeal hemorrhagic foci, parenchymal cicatriza- 
tions, secondary degenerative changes and glial formations. 

Where neurological investigation has definitely revealed no signs 
of organic cerebral damage following head trauma, psychological 
examination, to evaluate the patient’s psychological factors in 
adjustment to the traumatic experience, becomes a matter of prime 
importance. Medical assessment of the residuals of a patient’s 
trauma, both as to diagnosis and to estimation of his industrial 
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capabilities, presents a problem which warrants careful study, par- 
ticularly where such assessment and prognostication of the pa- 
tient’s industrial efficiency following head trauma, continues to be 
an issue. 

Efforts have been made by various writers to establish the exact 
period of bed care required for cases with post-traumatic loss of 
consciousness. Similar efforts have been made to establish corre- 
lations between duration of post-traumatic amnesia and a patient’s 
ability to return to industry after head injury. With such tabula- 
tions, the present writer is unable to agree. 

From observation of head injuries, the present writer is satisfied 
that—for reasons which beggar particularization—no fixed rules or 
time-tables are either feasible or possible. A head injury is pro- 
ductive of results peculiar to the individual sufferer and may be 
influenced by such multitudinous elements as personality factors, 
early rearing, present economic and social situation, antecedent 
physical and psychic health, and previous occupation. 

The most common and troublesome symptom-triad that the 
writer has encountered in patients with cerebral traumata, where 
no organic residuals have complicated the picture, comprises ceph- 
alalgia, syneopal attacks and emotional instability. We may find 
certain patients who do not demonstrate signs of adequate recov- 
ery, though a variable and obviously extended period of time may 
have elapsed since injury. Such individuals may continue to com- 
plain of vague headaches, fatiguability, sundry gastric symptoms, 
obscure pains, sexual malfunction, anxiety which is ill-defined and 
transitory, obsessional reactions and expressed concern over the 
degree of the injury and its assumed role in the existing sympto- 
matology. 

A careful scrutiny of the pre-traumatic personality of the indi- 
vidual may be utilized as an important prognostic adjunct, for 
measure and tenacity of the craniocerebral syndrome—that is, it 
may be used where it is possible to obtain trustworthy informa- 
tion. But it is of even greater importance to evaluate postconcus- 
sion anxiety and dispiritedness whenever these persist, and where 
the patient believes them to be solely an effect of the head trauma. 
The trauma may well be followed by this syndrome, which insinu- 
ates itself as a newly-acquired psychogenic disorder, or trauma 
may awaken latent predisposition to psychoneurosis, when eco- 
nomic insecurity with inability to obtain work or when alterations 








70 CRANIOCEREBRAL POSTCONCUSSIVE PERSONALITY STATES 


in the social sphere, and disruptions in the domestic sphere, have 
developed. These are situations that constitute threats to the in- 
dividual, and upon these factors will he predicate his fears in re- 
spect to mental and physical disabilities and/or to the continuance 
of life itself. 


Thus we are frequently called upon to make medical determina- 
tion as to whether persistent head symptoms are a continuing se- 
quel to a patient’s injury or, whether they are evidence of the pre- 
existing personality, and as such, may be associated with the meas- 
ure of post-traumatic adjustment to his economic and social en- 
vironment, 


Where the post-concussion syndrome persists, this writer has 
found it to be the rule rather than the exception that the trauma- 
tized individual is basically a neurotic personality who has been 
experiencing difficulties in dealing with situations of lesser import 
and who now attempts to utilize his traumatic experience to re- 
solve his unsolved problem. 


A long-range study of considerable numbers of post-traumatized 
patients has served to disclose that their neuroses in no wise dif- 
fer from the so-called non-traumatic variety; and their individual 
functional symptomatologies may be categorized in accordance 
with their psychodynamies, their patterns and their implications, 
as conforming to our present-day concepts of recognized psychi- 
atric entities. 

Mindful of transgression by this iteration, it is well to reaffirm 
here that while the closed craniocerebral injury of concussion pre- 
supposes a physiologic condition without concomitant pathological 
brain alteration, the indeterminate, though temporary, interference 
with neurodendron activity with resultant unconsciousness and 
disturbance of metencephalic function, doubtless shares in the in- 
terruption of cerebral as well as general bodily vascular tension. 
It is the latter pathophysiologic phenomena that contribute to 
the types and variability of post-traumatic syndromes, both phy- 
siogenic and psychogenic, and account for latent eventualities. 

Based upon extended personal observations carried out in hos- 
pital wards and out-patient clinics, as well as upon non-institu- 
tional cases, all investigated in their respective settings, this writer 
has come to adopt a series of diagnostic determinants, significant 
of this oft-perplexing and controversial clinicopathologic neuro- 
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psychiatric problem. They are offered as symptom groupings ar- 
ranged in conformity to a more or less invariable symptomatologi- 
eal pattern. 


Table 1. Clinical Demarcating Indicia in Postconcussive Encephalopathic, and 
Neurotic States 








Postconoussive Encephalopathic State 


Postconcussiwe Neurotic State 





Variable degrees of amnesia—retrograde, 
post-traumatic, and of impairment of, 
recall, 

Mental torpidity. 

Vertiginous attacks with frequent pos- 
tural imbalance. 

Headache, paroxysmal, usually throbbing, 
due to vascular stasis, stimulated by 
postural alterations, physical exertion 
or emotional factors. 

Fmotional buoyancy with phases of dis- 
turbing affective outbursts. 

Minimization of original trauma (usually 
severe) and the assertion of ameliora- 
tion of the condition. 


Interest in rehabilitation—not in indem- 
nification. 


Symptomatology definite and undeviating. 


Suggestion does not modify symptoms. 
Pathological fatiguability. 


Memory intact. 


Mental alertness. 
Giddiness—not true vertigo. 


Headache, usually complained of as con- 
tinuous—severity not influenced by 
change of bodily position or physical 
effort. 

Fmotional gloom, with ready annoyance 
and apprehension. 

Tendency to magnify and to attribute 
present viscerosomatic symptoms (fre- 
quently bizarre) to original trauma 
(usually trivial), and memory of inci- 
dent with vividness. 

Interest in indemnification for supposed 
cerebral damage and disinclined toward 
rehabilitation. 

Symptoms vague, numerous and incon- 
stant. 

Pathological suggestibility to complaints. 

Physiological fatigue reaction. 











ConcLUSION 


The purport of this paper has been to discuss and to correlate 
the writer’s findings concerning indicia for the assessment of syn- 
dromes presented by ambulant patients with histories of cranio- 
cerebral impact. Their latent and persistent complaints may be 
predicated upon neurogenic or psychogenic criteria or may contain 
the ingredients of both. 

In considering the possibility of the existence, within the pre- 
senting patient, of pre-concussive neurotic personality trends, the 
only practical and basic investigational criterion is the antecedent 
history, coupled with the symptomatic picture issuing out of the 
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eraniocerebral trauma. The clinical particulars ascribed to the 
trauma must, of course, be carefully weighed and correlated me- 
thodically with manifest symptomatology referable to the patient’s 
inner struggles, which interfere with the effectiveness of his social, 
economic and environmental adjustment, together with analytical 
review of any disclosure suggestive of defects that may have been 
of long standing. Primarily however, in order to preclude compli- 
cation of the picture, it must be established clinically that no or- 
ganic or traumatic etiology is presented by the patient, in regard 
to any detectable cerebral pathology. 


211 East 35th Street 
New York, N. Y. 
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MORTALITY FROM CANCER AMONG PATIENTS WITH MENTAL 
DISEASE IN THE NEW YORK CIVIL STATE HOSPITALS 


BY BENJAMIN MALZBERG, Ph.D. 


It has been shown that patients with mental disease have much 
higher death rates than the general population.’’* This is true not 
only for mortality as a whole, but also for mortality from almost 
all individual causes of death. There was a significant exception, 
however, with respect to cancer. It was shown, for example, for 
the years 1929-1931, that when age was taken into consideration, 
male patients had a death rate from cancer of 115.5 per 100,000 
annual exposures, compared with a rate of 148.9 for the general 
male population, indicating an excess of almost 30 per cent among 
the latter.* In the case of the females, however, the patients had a 
rate of 179.0, compared with 171.4 for the general female popula- 
tion.* Thus, the rate of the female patients was in excess of the 
general rate, but only by 4.4 per cent, which cannot be considered 
significant. These data are also for the years 1929-1931. 

In view of the importance of the subject, it was felt advisable 
to repeat the analysis for a later period. This was made possible 
by the creation of a new statistical system in the New York State 
Department of Mental Hygiene. Under this system, there is a 
punched card for every patient on the books of the civil state hos- 
pitals, from which it is possible to determine the present ages of 
the patients. These were determined as of April 1, 1947.5 Using 
this as a central point, the department’s statistical bureau then 
tabulated deaths from cancer during the three years beginning Oc- 
tober 1, 1945 and ending September 30, 1948. From these two sets 
of data, the average annual death rates were computed. 

There were 944 deaths from cancer among the patients on the 
books of the New York civil state hospitals between October 1, 
1945 and September 30, 1948, of which 389, or 41.2 per cent, oc- 
curred among males, and 555, or 58.8 per cent, among females. 
More than half the deaths occurred between the ages of 55 and 74. 
The average annual death rate was 372.3 per 100,000 population. 
With two minor exceptions, due to fluctuations in small numbers, 
the death rates rose from 51.7 per 100,000 population at ages 25 
to 29 to a maximum of 1,222.9 at 85 to 89 years. Males and females 
showed similar trends. In general, however, the female death 
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rates exceeded those of the males up to age 60. The male death 
rates were in excess at the older ages. This repeats the same sex 
variation shown in the earlier investigations,® and is probably re- 
lated to the different frequencies with which cancer of certain sites 
(for example, cancer of the breast) occur among females. The 
crude death rates were 334.2 and 404.6 per 100,000 population for 
the male and female patients, respectively. (Table 1.) 


Table 1. Deaths from Cancer Among Patients on the Books of the New York Civil State 
Hospitals from October 1, 1945 to September 30, 1948 Classified According 
to Age at Death 








Average annual rate 





Age Number Per cent per 100,000 population 
(years) Males Females Total Males Females Total Males Females Total 
25-29 .... 3 3 6 0.8 0.5 0.6 50.6 52.9 51.7 
30-34 .... 1 5 6 0.3 0.9 0.6 11.9 59.5 35.7 
35-39 .... 5 8 13 1.3 1.4 1.4 44.4 71.7 58.1 
40-44 .... 6 22 28 1.5 4.0 3.0 48.4 169.8 110.4 
45-49 .... 15 45 59 3.9 8.1 6.2 117.4 318.7 219.4 
50-54 .... 25 52 77 6.4 9.4 8.2 215.9 3288 281.1 
55-59 .... 43 60 103 11.1 10.8 10.9 3545 385.9 372.1 
60-64 .... 74 84 158 19.0 15.1 16.7 633.8 607.2 619.4 
65-69 .... 73 76 149 18.8 13.7 15.8 8044 664.6 726.4 
70-74 .... 55 78 133 14.1 14.1 14.1 815.5 816.1 815.9 
75-79 .... 46 52 98 11.8 9.4 10.4 1,000.9 737.3 841.3 
80-84 .... 24 45 69 6.2 8.1 7.3 1,033.6 1,099.7 1,075.8 
85-89 .... 15 20 35 3.9 3.6 3.7 1,424.5 1,105.6 1,222.9 
90 or over 3 5 8 0.8 0.9 0.8 869.6 829.2 843.9 
Unascer- 

tained.. 1 es 1 0.3 oe 0.1 





Total 389 555 944 100.0 100.0 100.0 334.2 404.6 372.5 











The deaths from cancer are classified according to site in Table 
2. Among males, deaths from cancer of the digestive organs in- 
cluded 160, or 41.1 per cent of the total deaths. There were 47 
deaths from cancer of the stomach, 38 from cancer of the rectum, 
and 32 from cancer of the intestines. Deaths from cancer of the 
respiratory system totaled 62, or 15.9 per cent, of the total. Can- 
cer of the male genital organs was responsible for 43 deaths, or 
11.1 per cent. 

In comparison, the females showed some significant differences. 
Thus there were 162 deaths from diseases of the digestive organs, 
compared with 160 among males, but these represented only 29.2 
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Table 2. Deaths from Cancer Among Patients on the Books of the New York Civil 
State Hospitals from October 1, 1945 to September 30, 1948, 
Classified According to Site 

















Average 
annual rate per 
Number Per cent 100,000 population 
Site M. F. T. M. F. 7 &. y 6 CS 
Of the buccal cavity and 
QOONTEE. cccvectcecvcces 31 9 40 80 16 42 266 66 15.8 
Of the digestive organs and 
POTUNRTNME: oc ccccccccccs 160 162 322 41.1 29.2 34.1 137.4 118.1 127.0 
HGOPROGES cccsccccess 13 4 17. 33060C O07 18 21120« «29 (6.7 
eee eee 47 37 84 12.1 6.7 8.9 40.4 27.0 33.1 
Duodenum ........... 2 ar 2 0.5 ea 0.2 1.7 we 0.8 
Rectum and anus ..... 38 29 67 98 52 7.1 32.6 21.1 26.4 
PRRRND bvcccseccess 32 38 70 2 68 7.4 274 27.7 27.6 
Liver and biliary pas- 

GAGS cccccvccsccese 14 20 34 3.60 38.60 38.6 «(12.0 +146 13.4 
POMCIOOR occcsscnseces 11 30 41 28 54 43 94 219 16.2 
Mesentery and peri 

COMCUME .osccccecoes 1 oe 1 0.3 oe 0.1 0.9 os 0.4 
GET ccrccveccsvecess 2 4 6 0.5 0.7 0.6 1.7 2.9 2.4 

Of respiratory system ..... 62 20 82 159 36 87 53.3 146 32.3 
OS QRUED ccccvcsscscccuss -- 109 109 -- 196 115 -. 79.4 43.0 
COUVER co cccescccevcens on 49 49 o 8.8 5.2 -. 35.7 19.3 
GO sttvcccncssecsen es 60 60 -- 108 6.4 -- 43.7 23.7 

Of other female genital 
OTEONES ccccccvcevocs rr 22 22 oe 4.0 2.3 -- 160 8.7 
GE BHOREE. cc cccsevccccccss 3 156 159 O8 28.1 168 26 113.7 62.7 
Of male genital organs .... 43 o% 43 11.1 ea 46 36.9 oo HS 
Of urinary organs ........ 25 19 44 64 34 4.7 214 139 174 
BE asdevecceennes 11 6 Ww 8 88- i 18 94 44 6.7 
BARGES ceccsicccsccees 14 12 26 #36 22 28 #120 87 103 
| BTUUTTETT TTT CLT o 1 1 ee 0.2 0.1 0% 0.7 0.4 
TTT CEST TTT TTT 16 11 27 41 2.0 29 13.7 80 10.6 
ee OU GOR, sc nncesccccss 12 5 17 31 O98 18 103 36 67 
GER cs ccieccccccvccccccns 37 42 79 95 76 84 318 306 31.2 
BONE) csvevcnsivas 389 555 944 100.0 100.0 100.0 334.2 404.6 372.3 








per cent of the total female deaths, compared with 41.1 per cent 
of the male deaths. There was also an excess among males of 
deaths from cancer of the buccal cavity and pharynx, and from 
cancer of the respiratory system. On the other hand, there were 
156 deaths from cancer of the breast among the females, or 28.1 
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per cent of the total, compared with only three such deaths among 
the males, or 0.8 per cent. Deaths from cancer of the uterus were 
exceeded among females only by deaths from cancer of the diges- 
tive organs and cancer of the breast. 

The death rates among the patients in the New York civil state 
hospitals are compared in Table 3 with those of the general popu- 
lation of New York State of corresponding age in 1946. There 
were no deaths from cancer among the male patients under 25 


years of age. 


Table 3. 


In the age group 25-34, the male patients had a 


Death Rates from Cancer Among Patients on the Books of the New York Civil 


State Hospitals (1946-1948) and in the Gereral Population of New York 
State (1946), per 100,000 Population, with Ratios of Death 
Rates at Corresponding Ages 








Males 
Death rate Death rate 


Death rate 





Females 


Death rate 





New New York civil New New York civil 
York State state hospitals Ratioof York State state hospitals Ratio of 
Age (a) (b) atob (a) (b) atob 

Under 5... 5.0 4.2 
Pe sase<n's 5.7 2.3 
a eee 4.0 2.7 
PAO assns 5.9 2.1 

oe ae eee 8.9 ee 5.0 eae 

a ee 13.8 27.9 0.49 21.1 56.9 0.37 

| era 45.1 46.6 0.97 83.3 124.4 0.67 

ee 178.2 164.3 1.08 223.4 324.1 0.69 

BOGE ciceee 518.6 491.4 1.06 465.6 490.1 0.95 

|) ee 1,053.1 809.2 1.30 785.9 733.5 1.07 

75 and over 1,639.7 1,024.8 1.60 1,300.6 870.6 1.49 

All ages. . 171.2 334.2 0.51 166.8 404.6 0.41 








death rate of 27.9, compared with a rate of 13.8 for the general 
population of New York State. The patient death rate was also in 
excess at 35 to 44 years. Beginning with age 45, however, the gen- 
eral population had higher death rates from cancer, the excess 
amounting to 30 per cent at ages 65 to 74, and to 60 per cent at 
ages 75 or over. 

There were no deaths from cancer among the female patients 
prior to age 25. Between ages 25 and 64, the death rates among 
female patients exceeded those of the general female population 
of New York State. At ages 65 to 74, however, the latter was in 
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excess by 7 per cent. At ages 75 or over, the death rate of the gen- 
eral female population was in excess by 49 per cent. 

The death rates from cancer are a function of age, and rise rap- 
idly in the older age groups. Since the patients in the civil state 
hospitals include a much higher proportion at ages 60 or over than 
the general population, the crude death rates are affected thereby. 
The death rate from cancer was 334.2 per 100,000 population 
among the male patients, and 171.2 for the general population. 

If we eliminate those in the general population under 15 years 
of age, the death rate of the general male population becomes 
216.4+1.3 per 100,000 population. If we now assume that the male 
patients were distributed according to age in the same proportions 
as the general male population of New York State,* beginning with 
age 15, and if we apply the age specific death rates shown in Table 
3, then the standardized death rate for the male patients becomes 
182.4+14.7. (Table 4.) Thus, the death rate of the general male 
population exceeded that of the male patients by 34.0+10.0. The 
difference is more than three times its probable error, and is thus 


Table 4. Standardized Death Rates from Cancer per 100,000 Population Among the 
General Population of New York State and Patients in the New 
York Civil State Hospitals 








New York civil 








New York State state hospitals Ratio of 
(a) (b) atob 
BERND oc ccccccccccccece 216.4+1.3 182.4+14.7 1.19 
Females ....cccccccces 201.7+1.3 225.0+15.0 0.90 
(| eee rere 212.4+0.9 205.310.5 1.03 








clearly significant. We conclude, therefore, that male mental pa- 
tients have a lower death rate from cancer than the general male 
population. 

Using the same population base for standardizing the death 
rate of the females, we find that the female patients had a death 
rate of 225.0+15.0 per 100,000 population. This exceeds the corre- 
sponding male rate by 42.6+14.2. The difference is exactly three 
times its probable error. In view of the fact that the previous 
studies have shown a similar excess on the part of the female pa- 


*Age data for the general population were taken from Public Health in New York 
State. 1946. Vital Statistics. Page XIV. 


PART I—1950—F 
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tients, it is concluded that the difference is significant. The female 
patients had a higher standardized death rate than the general fe- 
male population. The latter had a rate of 201.7+1.3 per 100,000 
population. The difference in the two death rates was 23.3+10.2. 
Because the difference is again in the same direction as that shown 
by the earlier studies, it is concluded that female mental patients 
have a higher death rate than the female general population with 
respect to cancer, though the excess is less than that for total mor- 
tality. 

One more comparison may be made. Standardizing the death 
rates on the assumption that the mental patients had the same age 
and sex distributions as the general population of New York State 
on July 1, 1946, we obtain a rate of 205.3+10.5 for the patients, 
compared with 212.4+0.9 for the general population. (Table 4.) 
The difference is 7.1, and indicates an excess on the part of the 
general population. The probable error, however is 7.1, which is 
as large as the difference itself. This particular difference is 
therefore not statistically reliable, but it assumes significance, 
nevertheless, inasmuch as the direction of the difference is the 
same as in previous studies. 


SUMMARY 


1. There were 389 deaths from cancer among male patients on 
the books of the New York civil state hospitals during a period of 
three years from October 1, 1945 to September 30, 1948. The aver- 
age annual death rate was 334.2 per 100,000 population. There 
were 555 deaths among the female patients, with a corresponding 
average annual death rate of 404.6. 


2. Female death rates from cancer exceeded those of the males 
through age groups 55 to 59 years. The male death rates were in 
excess at the older ages. 


3. Cancer of the digestive organs included 160, or 41.1 per cent, 
of the total deaths from cancer among the male patients. The next 
largest categories were cancer of the respiratory system, with 62 
deaths, and cancer of the male genital organs, with 43 deaths. 


Cancer of the digestive organs caused 162 deaths among the 
female patients, or 29.2 per cent of the total. Deaths from cancer 
of the breast were almost as numerous, with a total of 156, or 28.1 
per cent. There were 109 deaths from cancer of the uterus. 
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4, When contrasted on a comparable age basis, the male pa- 
tients had a standardized death rate from cancer of 182.4; the gen- 
eral male population had a death rate of 216.4. 

The female patients had a standardized death rate of 225.0, com- 
pared with 201.7 for the general female population. 

5. Female patients had a higher standardized death rate from 


cancer than male patients. Among the general population, males 
had a higher rate. 


Bureau of Statistics 

New York State Department of Mental Hygiene 
Governor Alfred E. Smith State Office Building 
Albany 1, N. Y. 
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PSYCHOLOGICAL AND PSYCHOTHERAPEUTIC QUACKERY ON THE 
AMERICAN SCENE 


An Introduction to Case Histories in Charlatanry 


BY WLADIMIR G. ELIASBERG, M. D., Ph.D., F. A. P. A. 


The psychological causes for quackery have been manifold 
through the centuries, from despair to hope, from stupidity to 
crookery, from credulity to propaganda. The modern patient in 
the big city—like the hillbilly in some backward village—does not 
examine his disease as the physician does. If he sometimes relies 
on the blood count and the Wassermann test, what he really 
watches is his sensations, his foreboding feelings, his fears as to 
life, earning power, and pursuit of happiness. The patients—and 
the doctors among them—have their own pattern for diagnosis and 
prognosis not based on scientific data. (Amiel, Birnbaum, Grot- 
jahn, Zinsser.) 

Whatever the psychological setting, quackery has been a flour- 
ishing business in the Indian jungle, in Paris, in the American and 
German “Middletown,” in New York’s lower East Side and on 
Park Avenue. In 1935, according to the Bulletin Trimestriel de 
VOrganization d’Hygiene, the Swiss canton of Appenzell, owing to 
complete lack of legislation on licensure, had the largest known 
ratio of free healers, namely 84 to 55,000 inhabitants. 

A dictionary definition of quackery, stressing ignorance and 
fraudulence, is not very helpful. Also there is still too great faith 
in licenses. Lee Steiner, in her meritorious book Where Do People 
Take Their Troubles? which is based on interviews with “recog- 
nized charlatans,” obviously thinks that the lack of a diploma or 
the use of certain “substandard” methods of advertising* makes a 
man and his method substandard. But charlatans’ methods could 
be standardized and indeed are not substandard in many cases. 

Also, one should keep in mind that many duly licensed psychia- 
trists and other physicians use substandard methods. 

“Why is it that several doctors have told me there is nothing 
wrong with me, I should just go home?” “You never know whom 
to choose. In the telephone book it just says that he is an M. D. 
Whether he is interested in psychiatry you do not know!” “TI went 


*Claude Hopkins says, in his autobiography of an advertiser: ‘‘ Nearly all famous 
advertising men in America have begun with patent medicines.’’ 
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to a doctor and asked whether he would be good enough to recom- 
mend a psychiatrist to me. His answer was: ‘As long as you don’t 
come to me in a straight jacket, I won’t send you to a psychiatrist.’ 
Needless to say I saw him only once.” 

Whenever physicians have disregarded the approach via the suf- 
ferer’s “nosology” (see the foregoing), charlatans, devoid of sci- 
entific training but possessed of a working intuition as to where 
the shoe pinches, have been able to capitalize on the need for hu- 
man contacts, and the related need for miraculous help in tribu- 
lation. 

It is characteristic of all quackery that from a scientific point of 
view it belongs to a dated—although not necessarily outmoded— 
scientific system. We are confronted with the parlance of a bygone 
philosophy of nature or with methods which are understandable 
in terms of folklore but which, to the best available knowledge, are 
not valuable. 

Superstition, belief in miracles, popular belief in general, and 
belief in quackery have in common a certain social psychology 
which is easiest to grasp in superstition. Degree of education is 
much less important than minority status as a characteristic of 
superstition. The minority group feels that it is underprivileged, 
less protected, powerless, and cannot openly speak up for itself. 

Motivation in an insecure group follows a pattern; individuals 
are more isolated from each other than in secure groups; they 
lose caste and aspiration; and, owing to this, easily fall prey to 
propaganda. 

The United States has been a good field for the experimental 
proof of this theory. There have been in the United States in the 
last 100 years consecutive generations of underdogs, the waves of 
immigrants from various European nations. Their lives, their 
needs, their connections with big city “machines” in crime, prosti- 
tution, policy and numbers rackets, were described by eager jour- 
nalists of the muckraking period (L. Steffens) at the beginning 
of this century. More recently, anthropologists and sociologists 
have cone meritorious work in bringing to our consciousness the 
lives of the American minorities, those parts of the nation “with- 
out record, their history without notable events, their institutions 
strange in flavor, their languages which never have been written 
[Kroeber ].” 
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Neurotics* are typically minority members. They are isolated, 
whether they live on Park Avenue or in some modest abode. There 
is no notable event in their life histories; their institutions and 
rituals are strange; only rarely do they find the way to the outer 
world by doing a good job or by writing about their woes. The 
psychological needs and gratifications of the minorities, including 
the neurotics, have played a decisive role in quackery. 

This, then, is the setting against which one has to visualize the 
specific problems of psychological quackery. We may call “psy- 
chological” and “psychotherapeutic” quackery the variety which is 
not backed by large industrial advertising, but is generally a pri- 
vate enterprise to sell personal magic. 

While the laws about the treatment of physical illness are strict, 
it is really astonishing that anybody can lawfully put out a shingle, 
calling himself a phrenologist, a palmistry expert, a chiromant, an 
advertiser, a conjurer of rattlesnakes, a magician of how to hold 
friends and sway people, a marriage guider and whatnot. And 
they all can promise treatment for shyness, nailbiting, bedwetting, 
stuttering, masturbation, and God knows what. 

The dilemma of their clients is not made easier by the fact that 
well-trained psychologists often believe that they can treat psy- 
chologically without medical or psychiatric training. If for no 
other reason than for the fact that there is no such thing as a 
merely psychological disease, this problem presses for attention 
now.** 

A further point is that many of the psychologists, who got their 
training in the laboratories of academic psychology still are in a 
state of dynamic-psychological innocence. Such a book as that by 
Wallace Wallin, Minor Mental Maladjustment in Normal People, 
goes on for pages describing items such as ophidiophobia (fear of 
snakes), astrophobia (fear of thunder and lightning), claustro- 

*It is good to remember that any person suffering from any disease as a rule is neu- 
rotic about this specific disease even if he is not an outspoken hypochondriac. Listen 
to one’s suggestions for barter deals: ‘‘I’d rather have a cancer than an ingrown nail’’ 

. ‘fA childbirth than a toothache. . . ’’ and so on. 

**There is a great number of systemic diseases, difficult of diagnosing, that may 
mimic such psychoneuroses as anxiety neurosis and hypochondriasis: Hypoglycemic and 
hyperthyroid states; incipient schizophrenia; incipient paresis; cancer of the lungs; 
vasomotoric abnormalities, e. g., of the carotid sinus reflex; many other serious organic 
diseases may for a time appear disguised as classical neuroses. 


At present a bill for licensing psychologists is pending consideration in the New York 
State legislature; and the medical profession has been consulted about that. 
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phobia (fear of closed places), and acrophobia (fear of high 
places). There is, of course, not the slightest doubt that the co- 
operation of such psychologists as Landis, Erickson, Halstead, 
Gelb in Germany, and many others has been of greatest value for 
research or development in psychopathology, psychoanalysis and 
clinical psychiatry itself. 

While democratization in the relationships between physician 
and patient has increased, and our patients enjoy more “habeas 
corpus” privileges, there is still very much psychological piffle ram- 
pant among us. 

To fight quackery, to insure up-to-standard methods of treat- 
ment, people usually clamor for a law. But the legal profession 
will not help us, if doctors and patients are unable to help them- 
selves. The question is not only that of licensure. Causes of the 
illness are manifold. What matters is what they really are and 
how they vary from time to time, from place to place, from social 
stratum to social stratum, from individual to individual. In our 
present state of knowledge, we are in need of case histories of 
quackery that will present the situation without bias but with suf- 
ficient analysis. 

Here is such a case: This patient was about 60 years old by the 
time I saw him. The youngest of 13 brothers and sisters of a Jew- 
ish family, Y. had been seared, at a tender age, into submis- 
siveness to, and hatred of, the Gentiles among whom the family 
had to live in eastern Europe. At the age of 14, he was already 
helping his widowed mother; and, at 18, he had a prosperous busi- 
ness in Germany where he had managed to emigrate. 

His business was built on manual skill as well as on the clever- 
ness and daring of the shrewd business man. At the same time, 
owing to his scrupulous probity, he was able to establish working 
relations with foreign merchants. He seemed to enjoy life. Pic- 
tures of the time show him, a good-looking young fellow, rather 
tall, an immaculate dresser, strolling around in gay company on 
the walks of fashionable spas. A good entertainer, he was well 
liked by the ladies ; and, what may have impressed them even more, 
he had the well-trained baritone voice of a synagogue cantor. It 
was not always prayers, though, that he used to sing. 

For some reason—according to our present-day knowledge, prob- 
ably as the sequela of an unnoticed grippe-encephalitis—he de- 
veloped a tremor of the right hand and leg which, however, did not 
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prevent him from getting married. His wife, many years younger, 
does not seem always to have been satisfied with him. The mar- 
riage was continued; there were seven children spread through the 
years. His tremor existed for many years, but apparently did not 
bother him any “while the going was good.” 

After he came to the United States, he again built up a thriving 
business. 

At the first visit in my office, he said: “If you cure me, I shall 
give you $5,000,” which sum was augmented in the first hour to 
$10,000, to $20,000 and to $50,000. 

With this in mind, I examined his pupils very carefully, but 
there was absolutely nothing that would have pointed to incipient 
paresis. He really meant his offer, and he would have been in a 
position to pay, too. He became a patient because his tremor de- 
prived him completely of any joy in life, or so he said. He had 
given up singing, he would not talk to customers because he 
dreaded their glancing at his hand. 

While under my treatment, he would come in every so often and 
tell me that he had seen some other doctor: And what had he 
learned but that his condition was a Parkinson syndrome. After 
one such visit, he phoned. He could hardly talk over the phone. 
He had been shown a textbook with pictures of parkinsonian pa- 
tients in advanced stages. He had been advised: “Retire from bus- 
iness. Live in spas, you cannot avoid the final stage.” 

I played the psychological string—which was easy, as there was 
also a strong hysterical component superimposed on the Parkinson 
tremor. Thus, at suggestive command, the tremor—the hysterical 
component—would increase and decrease. The patient derived 
considerable comfort from this demonstration. 

Under treatment, he was able to continue in business where he 
was “making big money” and was tolerably happy. His “medical 
escapades” continued and he would come in and give me honest 
reports of his medical and paramedical, psychological and para- 
psychological adventures. One cheaply mimeographed sheet he 
obtained was written in German although it was supposed to be 
the announcement or handbill of the “famous” French nerve spe- 
cialist Frederick YV———-. “Dr. V—’s reputation is world wide 
and his treatment by means of the nasal contact had revolution- 
ized the medical tradition of France. For five years opponents 
and followers of Dr. V—’s method have battled each other until 
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Dr. V—’s tenets were victorious. Already before the war many 
hospitals and clinics were applying the sympathetical therapy of 
the nasal contact.” In this style, the pamphlet raved on. 

There was a smile on Y.’s face when he gave it to me. His atti- 
tude at such escapades was quite similar to that of the husband, 
who once in a while runs out on his wife and comes back, an hon- 
estly repentant confessant, disturbed at his misbehavior. The hus- 
band in this example may act under the influence of a periodicity 
of the urge. Once the urge is satisfied, it loses its prodding force. 

Likewise Y. would have to satisfy, from time to time, an urge to 
believe or rather to be gullible. As he grew older, and notwith- 
standing his over-all satisfactory physical condition, became 
hypochondriacal, that urge increased. He began to pity him- 
self, thinking of death. He was, as we know from psychodynamics, 
at the same time mournful and boastful in recalling his youthful 
exploits. His youngest, well-developed boy was only two years 
old at this time. 

Thus Y. was psychologically well bent and spent when finally the 
hunter closed in on the quarry. 

This is what happened: A certain J. came into Y.’s office on 
business. Noticing the tremor and Y.’s embarrassment, J. was 
quick-witted enough to grasp the chance. He pushed aside the 
business transaction, which did not bid fair to yield any too much 
money anyway, donned the hypnotizer’s garb, and, in short, prom- 
ised a complete hypnotic cure. Y., who was again in the positive 
phase of his urge, was willing to be taken in and did what he had 
done so often: He promised $10,000 for a cure. J., however, who, 
as Faust says, “may never have known a man, nor proved his 
word’s intent,” demanded a document. 


“Brass, marble, parchment, paper, clay? 
“The terms with graver, quill, or chisel stated?” 


That did not so much matter to J. as did the money. Under the 
contract, J. obligated himself to teach Y. auto-hypnosis and auto- 
suggestion for the purpose of self-control. There was also a pro- 
vision in the last paragraph for the case, if, “God forbid,” Y. 
should die after the first payment and did not prove before his 
death that the same previous condition had reappeared. In this 
case, his estate should be obligated to pay the full $10,000 or the 
balance thereof. Finally the parties agreed that they would con- 
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sult this writer as an arbitrator to find out whether the trembling 
had disappeared and so to state. 


J. wanted to see me privately beforehand, a request which was 
politely declined. He agreed to come over with the patient and to 
demonstrate the disappearance of the tremor under hypnosis. In 
other words, the healer undertook to prove beyond reasonable 
doubt that, owing to his treatment, the tremor had either disap- 
peared or measurably improved. He also had to furnish proof of 
the nature of the treatment, whether he gave it himself or engaged 
the services of someone else. This, incidentally, he had done by 
sending Y. for sodium amytal injections to a licensed physician. 

J. introduced himself to me as a non-medical man, but as a psy- 
chotherapist and Ph.D. The discussion between J. and Y. was 
heated. Whenever Y. would disagree with J., the latter would turn 
his back on him, and in this overbearing attitude talk to him. Also, 
J. kept telling Y. that this was “only” his resistance. 

It was not clear whether J. thought that this was a resistance in 
the psychoanalytic sense of the word, i. e., an unconscious one, or 
rather, as J.’s scolding would make more likely, a consciously eva- 
sive one. Occasionally he directly said: “Of course you do not 
want it to disappear so you won’t have to pay.” 

After this verbal encounter, J. proceeded to administer verbal 
hypnosis to the patient. Notwithstanding the previous argument, 
he was partly successful. The patient, whom I had known to be in 
this state very often, seemed to be half asleep. As to the main 
point, however, nothing was achieved. While the hysterical, gross, 
component of the tremor disappeared, the Parkinson tremor con- 
tinued during the hypnosis. After awakening, the patient rightly 
stated this fact. 

It is interesting to note that hypnosis is possible even with a 
negative transference—the patient at that time being perfectly 
aware of the character of his healer. 

What was J.’s idea when he brazenly submitted to the test? He 
obviously had overrated the influence of hypnosis on the clear 
judgment of the patient, rather than overrating its effect on the 
parkinsonian tremor. He had thought to talk the patient into ac- 
ceptance of an improvement that had not been achieved. 

It is well known from the experience of hypnosis and crime that 
hypnosis cannot prompt the patient into doing something which is 











WLADIMIR G. ELIASBERG, M. D., PH.D., F. A. P. A. 87 


against his true character or interest. It may be noticed that the 
patient was absolutely not evasive as to payment, he really in- 
tended to pay should the tremor be cured. 

The factors in this ease are: neurotic fear, which originated in 
childhood; scrupulous honesty; Parkinson’s disease, which, how- 
ever, did not in any recognizable way create organic, “so-called len- 
ticular,” compulsions; a depressive state of mind increasing with 
age, and perhaps the loss of sexual aggressiveness. These are the 
individual factors. 

The social psychological factors stem from the situation of the 
Jewish family in aggressively anti-Semitic surroundings, a setting 
which left an indelible mark on Y.’s mind. The belief in wealth 
and in the power of money becomes limitless and takes on gro- 
tesque forms in such a setting. Money can buy anything. And it 
should buy security, health, happiness, well-being or what these 
words cover. At any rate, any trouble, peripheral as it may seem 
to us, becomes a disorder of the whole personality and of the pa- 
tient’s orientation. From this point of view, stems the willingness 
to pay through one’s nose in order to buy perfection. 

Y. then, was a neurotic on double account. He was a neurotic in 
his own right, and he suffered the neurosis of the oppressed minor- 
ity. Being a neurotic, he continued to have his minority feelings 
when his outward circumstances were excellent; when he was 
driven by his chauffeur in his Cadillac, he still felt like a miserable 
beggar. This state of mind, then, is a bonanza for the ethically and 
scientifically substandard healer. 

It may not be superfluous to point out the similarity in the psy- 
chological setting of this case to the setting among believers in 
spiritual healing. Crude “spiritisties,” or, as in fact in this case, 
materialistic perfectionism, becomes highly vulnerable, once age, 
illness or other troubles set in. 


Missing factors in the case history of Y. should also be pointed 
out. There was no big-seale advertising involved. This lack is 
usual, as was said in the foregoing, of this type of quackery. There 
are consequently missing the familiar paraphernalia of pictures 
of stars and starlets, of sworn statements signed by cured patients 
and by Drs. X., Y. and Z. 


In this case history, then, the emphasis is on individual neurotic 
and group psychological minority feelings that—running into free 
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quack “affinities” in an oversaturated feeding-solution of free-float- 
ing “psychology”—were bound to precipitate. In other case his- 
tories, we are sure, the factors may be quantitatively and even 
qualitatively different. 

Let us have such case histories! 


420 West End Avenue 
New York 24, N. Y. 
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PARANOID STATES AND HOSPITALIZED TEACHERS 
Preliminary Report 
BY JOSEPH ANDRIOLA, M. 8. W. 


This study was undertaken because of the impression of the 
medical staff that a large proportion of former school teachers ad- 
mitted to Patton (Calif.) State Hospital were paranoid.* In dis- 
cussion of the project, the view was expressed that, since teachers 
as parent surrogates play an extremely important role in the emo- 
tional development of their pupils, any information about the kinds 
of personality breakdowns suffered by teachers might be useful. 
For example, if this, and later more exhaustive, inquiries of a sim- 
ilar nature, revealed that teachers who become state hospital pa- 
tients are prone to some particular type of mental disorder, a sub- 
sequent series of studies might be concerned with the early detec- 
tion of such disorder. Auother type of future study could aim at 
setting up criteria for the selection of candidates for teacher 
training. 

One way to test the validity of the impression that hospitalized 
teachers are more likely to be suffering from paranoid states than 
from other disorders was to examine the medical records of the 
patient population and tabulate the findings.** 


Patton State Hospital usually has an in-patient population of 
approximately 4,000 patients and approximately 1,000 patients on 
leave of absence, in industrial placement, and in family care homes. 
Only the records of the in-patient population were examined. This 
was done during August 1949.t 

To obtain a comparison of the incidence of paranoid states in 
school teachers (elementary, high school, college) a control group 
was needed. The controls used were patients who were members 
of the other recognized professions. 


All the in-patients records were examined. Data were abstracted 
from those which indicated that a patient’s major vocational activ- 


*The study was suggested by Otte L. Gericke, M. D., superintendent of Patton State 
Hospital. 

**The term ‘‘paranoid states,’’ as used here, includes not only the common disease 
entity of dementia precox, paranoid type, but also the paranoid type of involutional 
and senile psychoses, as well as paranoia and paranoid conditions. 

tThe raw data for the study were obtained by a non-psychotic patient under the 
supervision of the author. 
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ity before hospitalization was in one of the recognized professions. 
The criteria for a “recognized” profession created some obvious 
difficulties. 

For example, was a barber who went to “barber college” engaged 
ina profession? Was the ex-carpenter who shortly before commit- 
ment had become a free-lance evangelist and preacher, engaged in 
a profession? Is the practical nurse a professional worker? The 
answers here are obviously in the negative. On the other hand, a 
clergyman whose schooling ended at the eighth grade, who got into 
the ministry by the back door without benefit of theological train- 
ing, but who had been earning his living as a clergyman, would be 
included under a professional classification. However, a former 
teacher who perhaps had taught a year or two, or not at all, after 
completing her training and who had been engaged in some other 
activity for many years before commitment (usually as a house- 
wife) would not be included in the study. 

Further, although osteopaths were included, chiropractors were 
excluded. The criteria were certainly arbitrary; but there seemed 
to be no choice, unless the study were to bog down into the com- 
plexities of semantics and philosophy. 

One other explanation is in order—that is, no attempt was made 
to study the accuracy of diagnoses. They were taken at face value 
and were tabulated as shown in the records. When more than one 
diagnosis appeared in a record, the latest one was used. The Cali- 
fornia state hospitals use the classification of mental disorders ap- 
proved by the American Psychiatrie Association in 1933, with 
minor revisions by the American Psychiatric Association through 
1945. The data obtained are presented in Tables 1, 2, and 3. 


Table 1. Classification, According to Sex, of Professional Persons Who Were Patients 
at Patton State Hospital During August 1949 
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Table 2. Percentages of Paranoid States and Other Diagnoses in Teachers and Other 
Professional Persons 











Diagnoses 
Total Paranoid states Other 
Profession No. Per cent No. Per cent No. Per cent 
Teachers 59 100 22 37 37 63 
All others 42 100 11 26 31 74 








Table 3. Paranoid States and Other Diagnoses According to Sex in Teachers and 
Other Professional Persons 











Diagnoses 
Paranoid states Other 
Profession Total Male Female Male Female 
Sree 59 4 18 5 32 
cg ere 42 8 3 11 20 








SUMMARY AND CONCLUSIONS 


This study was concerned with the hypothesis that teachers who 
are in-patients at Patton State Hospital are more likely to be suf- 
fering from paranoid states than from other types of mental dis- 
orders. The records of the in-patient population were examined. 
The control used was the group of patients belonging to other pro- 
fessions than teaching. Since there were only 101 patients in this 
study, one cannot arrive at any definite conclusions from the sam- 
ple. Therefore, this is to be considered as a preliminary report. 

The findings may be summarized as follows: 

1. Of the 101 patients studied, 59, or slightly less than 59 per 
cent, were teachers. Perhaps this large number of teachers is to 
be expected in view of the large proportion of teachers in the gen- 
eral population as compared to other professional groups. 

2. Twenty-two teachers, or 37 per cent of the 59, were diag- 
nosed as suffering from paranoid states, whereas 11, or 26 per 
cent, of the 42 patients in all other professional groups were so 
diagnosed. 

3. Of the 22 teachers with paranoid states, four were men and 
18 were women; of the 37 with all other diagnoses, five were men 
and 32 women. 

4. Of the 11 members of other professions with paranoid states, 
eight were men and three were women; of the 31 with all other 
diagnoses, 11 were men and 20 were women. 
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). Although the ratio of teachers with paranoid states exceeded 
other professional groups by 11 per cent, this does not appear to 
be great enough to validate the hypothesis set forth at the begin- 
ning of the study. 

6. Subsequent studies, preferably of all first admissions within 
a limited period, and comparing teachers to other patients, may 
shed additional light on the problem. 


-atton State Hospital 
Patton, Calif. 














COMPARISONS OF NEGRO AND WHITE CHILDREN SEEN AT A CHILD 
GUIDANCE CLINIC 


BY ALBERT ELLIS, Ph.D., AND ROBERT BEECHLEY, M. A. 


In the course of a study of 1,000 white children seen at the 
Northern New Jersey Mental Hygiene Clinic, the authors exam- 
ined the records of 71 Negro children also seen at that clinic, and 
it was decided to make comparisons of the case records of the 
white and Negro children in relation to 28 major variables on 
which information could be found for most of the cases. All the 
cases studied were consecutively-closed cases from 1942 to 1945 
and represented patients who were referred for diagnosis or treat- 
ment under the regular child guidance program of the clinic. The 
children and their parents were all seen by the clinic psychologist 
and psychiatric social worker assigned to their cases; and where 
any emotional disturbance or other difficulty was presented, they 
were also seen by a clinic psychiatrist. It is from the full psycho- 
logical, psychiatric, and social-worker reports made at the time the 
patient and his parents were seen that the data of this study have 
been gathered. 


RESULTS 


The results of comparing the Negro and the white clinic patients 
on 28 different variables are summarized in the table. Examina- 
tion of the data of this table reveals the following information: 


Comparison of 71 Negro and 1,000 White Children Seen at a State Child Guidance Clinic 








Negro children White children Degreesof Chi- Proba- 











Category No. Percent No. Percent freedom square bility 
Age 
1-7.9 years ....ese. 20 28 321 32 
8-11.9 years ....... 25 35 352 35 
12-15.9 years ....... 26 37 327 33 
Miter rerrere 71 100 1,000 100 2 52 75 
Sex 
BERD asccvenccccccs 44 62 655 66 
Fomale ..cccccccces 27 38 345 34 
TOD soc vnsvsases 71 100 1,000 100 1 36 61 


PART I—1950—G 





Negro children 
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White children Degreesof Chi- Proba- 





























Category No. Percent No. Percent freedom square bility 
Intelligence 
Idiots and imbeciles 0 0 76 8 
BEOTORS:. 660000 r:0008 18 25 238 24 
Dull normals ....... 18 25 294 29 
AVCTAZS ...cccceees 32 46 286 29 
BUPeTIOr wcccccosece 3 4 106 10 
oo eer ere 71 100 1,000 100 + 14.96 .005 
Parental status 
Parents living together 22 31 611 61 
‘‘Broken home’’ ..... 36 50 323 2 
Children ‘‘illegitimate’’ 13 19 66 7 
eee 71 100 1,000 100 2 19.68 .001 
Economic status of 
parents 
BOOG: dos0GeGevasaes 5 7 217 22 
BEE, ccsincascnes 16 22 361 36 
WOE, geescscsenscns 37 52 306 30 
INO POHOTG 6. oi6ns sein 0 13 19 116 2 
BONE cccncccses 71 100 =: 1,000 100 3 18.68 .001 
Father’s age at birth 
of patient 
Below 35 years ..... 37 52 567 57 
34 years or older.... 16 23 269 27 
No TreCOrd ...cccces 18 25 164 16 
| erererrrr yy 71 100 ~=——: 1,000 100 2 2.36 .32 
Mother’s age at birth 
of patient 
Below 35 years ..... 54 76 734 73 
35 years or older .. 3 4 129 13 
ee 14 20 137 14 
ee ee 71 100 1,000 100 2 6.76 .02 
Father’s age at date of 
patient’s referral 
Below 40 years...... 27 39 349 35 
40 years or older.... 26 36 490 49 
NO TOCOTE ..cccccee. 18 25 161 16 
TOM. -cckscncaxeras 71 100 1,000 100 2 9.60 .008 
Mother’s age at date of 
patient’s referral 
Below 40 years ..... 43 60 567 56 
40 years or older.... 14 20 306 31 
No record ......0+0. 14 20 127 13 
POE SUK Sasa arlews 71 100 =: 1,000 100 2 3.96 .14 
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Negro children White children Degreesof Chi- Proba- 
Category No. Percent No. Percent freedom square bility 








Number of children in 
patient’s family 

















DB sccsccvccccccccs 25 35 453 45 
Bh cccccccccccccces 22 31 269 27 
FOF MOF cccicccccs 24 34 278 28 
Total .cccccccccce 71 100 = 1,000 100 2 2.12 .34 
Religion 
PPOUNOONE 6 ccc ccc 52 73 453 45 
Cathelie cccsccccces 4 6 344 34 
CONE. Kpédurevawes 0 0 38 4 
TR SOCOTG: cccis cccce's 15 21 165 17 
Total ..csccccccce 71 100 =: 11,000 100 3 30.36 .001 
Father’s intelligence 
Below average ...... 26 36 208 21 
AVOFEZOS ccccccccess 14 20 364 36 
Above average ...... 3 4 115 12 
NG FOCOVE. «cc cccicss 28 40 313 31 
Total occcccccsces 71 100 =: 1,000 100 3 13.28 .004 
Mother’s intelligence 
Below average ...... 22 31 192 19 ° 
ANGERS ccccicsesen 21 30 350 35 
Above average...... 2 3 57 6 
INO TOCOEG sé cecccccns 26 36 401 40 
TOE ccvncceveces 71 100 ~=—:1,000 100 3 5.08 .17 
Reason for patient’s 
referral 
Intellectual problem 14 20 310 31 ee 
Emotional or behavior 
problem .......46- 33 46 371 37 
Intellectual and emo- 
tional problem ...... 12 17 135 14 
Routine examination .. 10 14 144 14 
Other reasons ...... 2 3 40 4 
BOR) Kc cevioviers 71 100 = 1,000 100 4 2.60 .74 
Highest school grade 
completed 
PYOREROOL .sccsccees 6 8 131 13 
Kindergarten-1st grade 19 27 294 2 ; oe 
3rd-4th grade ...... 22 31 213 21 
Sth-6th grade ...... 12 17 175 18 
7th-8th grade ...... 12 17 130 13 
9th grade or higher 0 0 57 6 





Total ..ccccccccee 71 100 =: 11,900 100 5 13.76 .03 
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Negro children White children Degreesof Chi- Proba- 
Category No. Percent No. Percent freedom square bility 








School retardation 




















No retardation...... 34 49 514 51 ov ats oe 
1 year retardation .. 15 21 279 28 xs oe oe 
2 years retardation... 11 15 135 14 
3 or more years retar- 
GORIOR 65. 06isicisisn scien 11 15 72 7 
| eee a 71 100 1,000 100 3 4.00 .25 
School work 
eee er Tee Tee 3 + 85 9 
AWOERRG 5s ds ee S58 12 17 207 21 
POO. akceexianiiskas 46 65 505 50 
PHO PONOIG 6 vais arninws 10 14 203 20 
RL AiveKis aawens 71 100 1,000 100 3 6.04 11 
Adjustments to teachers 
MS Sa wiepionie wales 18 25 351 35 
AVEFAZE .occccccces 6 8 159 16 
BE aw watelies eaes 34 48 278 28 
PPO POROEE 660606esex 13 19 212 21 
i) errr 71 100 1,000 100 3 9.72 .02 
Early medical history 
NE sksaawenasineas 6 8 67 ‘j 
BUOUEBO: .csiiineviccs 38 54 559 56 
ere ee ree ae 16 23 277 27 
NO POCOTG sce niaeces 11 15 97 10 
ee arg 71 100 1,000 100 3 1.44 68 
Degree of emotional 
disturbance 
PONE 655 cdvinw wwe es 16 22 283 28 
DOOOOTORD 2 sctceviens 21 30 358 36 
Rack vcesccanss 34 48 359 36 
BONE) cs ccissicswnas 71 100 1,000 100 2 3.00 .08 
Social adjustment 
GOOd csccwcccccsnes 11 15 271 27 
Co ee 9 13 153 15 ne ae 
eee ee errr ee 38 53 353 36 i os 
NO TOCOTE 2.200050 13 19 223 22 
NE scawsuesewie 71 100 1,000 100 3 10.60 01 
Psychiatric diagnosis 
oe rere ee eee 45 64 618 62 on Tr ee 
Attention-getting ... + 6 56 6 
Behavior problem ... 17 24 124 12 
Other diagnosis ..... 5 6 202 20 





Total .cccccccsses 71 100 1,000 100 3 13.24 .004 
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Negro children White children Degreesof Chi- Proba- 
Category No. Percent No. Percent freedom square bility 








Number of psychiatric 





























interviews 
OUR coenenediaacey 45 63 615 62 
We snrcavet aeons Oa 19 27 283 28 
POF MO ciccssices 7 10 102 10 
EOCAD enicitcet rex 71 100 1,000 100 2 32 83.85 
Number of psychologi- 
eal interviews 
E avenue tevuswawens 6 93 849 85 
DOr TRO o.6s das cees 5 7 151 15 
WOUME bi wreb ives ee 71 100 1,000 100 1 3.72 .05 
Number of social worker 
contacts 
BONO ewinkucccewans 15 21 113 11 
Or Geweneisnuee en's 36 51 565 57 
OOP MNGIE hic bias CebK 20 28 322 32 
ROE ice rdecckoes 71 100 1,000 100 2 3.72 16 
Length of clinic contact 
Less than one year.. 45 63 583 58 
One to three years.. 13 19 266 27 
More than three years 13 18 151 15 
WEE <ccanecesceds 71 100 1,000 100 2 1.76 .42 
Source of referral 
State or county agency 32 46 290 29 
Private agency ..... 10 14 108 11 
GOON iia ts uekeucawe 26 37 390 3$ 
Physician or hospital 1 1 135 13 
Parent or relative... 1 1 67 7 
CHE s6vic cvedaaws 7 1 10 1 
NN 6.6 6erendtce 71 100 1,000 100 5 17.76 .001 
Reason for closing case 
Problem corrected or 
improved ........ 16 22 270 27 
Moved out of clinic 
eer ee ree ee ye 3 + 48 5 
Unco-operative parents 2 3 112 11 
Case seen for diagno- 
8, See 22 31 210 21 
Mental deficiency .. 18 26 293 29 
Other reasons ...... 10 14 67 7 
OME Wisnvsscwaes 71 100 1,000 100 5 7.56 .18 
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1. There were no significant differences in the age ranges and 
the sex distributions of the Negro and white children; but signifi- 
cant differences in the distribution of intelligence of the two 
groups were in evidence. The Negro children included propor- 
tionately fewer idiots and imbeciles and fewer superior subjects, 
but proportionately more average subjects than the white children. 

2. The families of the Negro children differed significantly from 
those of the white children in several respects. While no signifi- 
cant differences were observed between the two groups in relation 
to the fathers’ ages at the children’s birth, their mothers’ ages at 
the date of their referrals, their mothers’ intelligence, or the num- 
ber of children in their family, several other interfamilial signifi- 
cant differences were evident. Thus, the Negro children came from 
broken homes more often than did the white children; were more 
often “illegitimate”; came from poorer homes; had mothers who 
were younger at their birth; had fathers who were younger at the 
time of their referral, and had fathers who tended to be less intelli- 
gent than those of the white children. The Negro children, as was 
to be expected, also contained significantly smaller proportions of 
Catholic and Jewish subjects than did the white children. 

3. In proportionately more instances, the Negro children were 
referred to the clinic for emotional or behavioral problems, and in 
fewer cases for intellectual problems than were the white children; 
but the observed differences in this respect are not statistically sig- 
nificant. 

4. No significant differences were observed between the amount 
of school retardation and the quality of the school work of the 
Negro and white children. On the other hand, the Negro group 
was found to contain proportionately less preschool as well as 
fewer upper-grade students than the white group. The Negro 
children also seemed to be significantly more poorly adjusted to 
their teachers than were the white children. 

5. No significant differences were observed in the early medical 
histories of the Negro and white children. 

6. The Negro children appeared to be proportionately more 
emotionally disturbed than the white children but the differences 
between the two groups in this respect just fall short of being sta- 
tistically significant. The Negro group includes, to a significant 
degree, proportionately more socially-maladjusted children and 
more behavior problems. 
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7. The Negro children received almost exactly the same number 
of psychiatric interviews as the white children, but significantly 
fewer psychological interviews. They received somewhat fewer 
social worker contacts than the white children, but the differences 
in this respect do not prove to be statistically significant. The 
length of clinic contact also showed no significant differences for 
Negro and white children. 


8. The Negro children were more frequently referred to the 
clinic by state or county agencies and less frequently referred by 
physicians, hospitals, parents or other relatives than were the 
white children. 


9. Proportionately fewer of the Negro than the white children 
had their cases closed as corrected or improved, and proportion- 
ately more of the Negroes than the white were seen for diagnosis 
only; but the differences in these respects are not statistically sig- 
nificant. 


Discussion 


The outstanding conclusion which would seem to be legitimately 
deducible from the data of this study is that while remarkably few 
differences in native endowment are observable between the Negro 
and the white clinic patients, consistent cultural differences and 
emotional differences are observable between the Negro children 
and their families and the white children and their families. 

Thus, from the viewpoint of native endowment, the Negro chil- 
dren, from an over-all standpoint, seem to be just about as old, as 
equally distributed as to sex, as intelligent, as able to learn, and 
as physically healthy as the white children. Emotionally, however, 
the Negro children studied are more often referred for emotional 
problems, are more poorly adjusted to their teachers, more socially 
maladjusted, more emotionally disturbed, and less likely to im- 
prove with treatment than the white children. 


Culturally, it is clear that the Negro children come from homes 
where the economic status is lower, the parents are younger, the 
home is more often “broken,” and the parents are less likely to 
refer their children for child guidance care than is the case with 
the white clinic patients. Considering the cultural handicaps which 
these Negro children are under, as well as the general handicaps 
with which they have to vie in our society, it is not surprising that 
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they are relatively more disturbed emotionally than the white clinic 
patients with whom they are being compared. It should also be 
noted that while Negroes constitute 6.6 per cent of the clinic popu- 
lation studied, they only constitute 5.4 per cent of the population 
of New Jersey from which the clinic patients are drawn. Quite 
probably, if the Negro parents had been as prompt as the white 
parents to refer their own children to the clinic, the percentage of 
Negro patients would have been still higher. 

It is gratifying to note that the clinic, at which all the subjects 
of this study were treated, apparently did not (consciously or un- 
consciously) discriminate against the Negro patients in the amount 
of psychiatric and social work service offered. The reasons for 
the white children receiving more psychological appointments than 
the Negro children seem to be two: (a) The Negro patients were 
apparently easier to diagnose than the white patients, and hence 
needed fewer psychological appointments. (b) The Negro patients 
apparently included proportionately fewer reading disability prob- 
lems, which normally call for more psychological appointments at 
the clinic. 

Assuming that the data of this study may be duplicated at other 
child guidance clinics throughout the country, and that a truly sig- 
nificant relationship exists between the emotional disturbances of 
Negro children and the cultural and familial milieus in which they 
are raised, it is obvious that mental hygiene guns had better be 
prophylactically trained at the very heart of the problem, and that 
Negro family and cultural standards, as well as American racial 
prejudices against Negroes, had better, and quickly, be thoroughly 
investigated and alleviated. 


SUMMARY 


Seventy-one cases of Negro and 1,000 cases of white, child guid- 
ance clinic patients were analyzed; and comparisons were made 
between the Negro and white groups of patients on 28 different 
variables. It was found that, on the whole, the Negro children did 
not differ significantly from the white children in regard to age, 
sex, intelligence, school work, or physical health. Significant dif- 
ferences were observed, however, between the emotional adjust- 
ment of the Negroes and the whites, and the former were found to 
be more emotionally disturbed, more poorly adjusted to their 
teachers, and more socially maladjusted than the latter. 
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Significant differences were also found between the family back- 
grounds of the Negro and the white patients, with the Negroes 
being found to come from homes where the economic status was 
lower, the parents younger, the home more often “broken,” and the 
parents less likely to refer their children for child guidance care 
than was the case with the homes of the white patients. It was 
concluded that the poorer emotional adjustment and treatment 
possibilities of the Negro children were probably related to their 
poorer home conditions, as well as to their generally uncomfortable 
position in American society; and that an effective attack on the 
mental hygiene problems of Negroes will have to be waged against 
these dual focal points of emotional disturbance. 


The Diagnostic Center 
Menlo Park, N. J. 
and 
Northern New Jersey Mental Hygiene Clinic 
Greystone Park, N. J. 








HOME-MADE MENTAL ILLNESS* 


BY C. CHARLES BURLINGAME, M. D. 
Wuat Psycuiatry Is anp Wuart It Is Not 


If one were to ask a general audience, “What is psychiatry?” 
there would probably be a number of different answers. Those 
who go regularly to the movies and plays might say, “It is the 
most popular subject of the modern theater.” 

Those who frequent the newsstands might report that psychi- 
atry is the most popular topic for modern fiction and for “know 
yourself” articles. 

The current events experts might say that psychiatry is a uni- 
versal cure-all which authorities claim will solve the housing prob- 
lem, the problem of race relations, the affairs of state—that will 
establish world peace overnight if only allowed a chance. 

If we went on, we might find still other opinions: Psychiatry is 
a religious sect in which people believe or do not believe; psychi- 
atry is a way to entertain the ladies between their bridge and 
canasta games—and so on and on. 

If you think these things are psychiatry, and if you want to go 
on thinking so, the point of view to be presented here will not be 
popular. Psychiatry has been advertised as all of these things, 
but they are not its real function. 

What, then, is psychiatry? Psychiatry is a branch of medicine, 
just as surgery, pediatrics, and obstetrics are branches of medi- 
cine, or medical specialties. Psychiatrists are doctors of medicine. 
They are not magicians or politicians or clergymen or dramatists. 

Psychiatry is the branch of medicine which deals with the psy- 
chological side of disease. You will notice that the phrase is not 
“with psychological disease” or “with mental disease.” The status 
of scientific investigation today indicates that we are right in be- 
lieving that there is no such thing as either mental or physical dis- 
ease per se; there is only disease, and every disease has some ele- 
ments of both the psychological and the physical which must be 
recognized and treated. 

*Address before the Oneida County Mental Hygiene Society, Utica, N. Y. May 11, 
1950. Because this paper was edited following Dr. Burlingame’s death in England on 
July 22, the author had no opportunity to correct the proofs. They have been read by 


Dr. C. F. Von Salzen, acting psychiatrist-in-chief of the Institute of Living, Hartford, 
Conn. 
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MENTAL HEALTH CENTERS IN THE HOME 


From the title, you know already that I believe mental illness 
may be produced by circumstances in the home. There are, of 
course, a number of physical diseases which may cause emotional 
and psychological disturbances. These must be cared for on a 
professional basis by physicians well versed in neurology and psy- 
chiatry as well as in the fundamentals of general medicine. Hasty 
discussion of these does not indicate that they are unimportant; 
it merely indicates that the present discussion is limited to present- 
ing a point of view that can be taken into one’s own home to pre- 


vent, or to avoid, the causing of mental illness among members of 
the family. 


Protection—Over- and Under- 


One of the crucial elements in home life and the training of chil- 
dren is the amount and kind of protection which the parents will 
exert over their children. J consider a balance between extremes 
to be of great importance; either too much protection or too little 
protection is harmful. 

Much has already been said and written about showing love to 
children, of giving them a feeling of security and of being wanted. 
Certainly this is important. Certainly boys and girls who feel 
insecure and unwanted often do turn to behavior which is unde- 
sirable—even turn to neurotic patterns. 

But overprotection is just as harmful as underprotection. It is 
perfectly understandable for a parent to say, “My boy isn’t going 
to have to struggle the way I did. He’s going to have every ad- 
vantage, and every chance to get ahead.” When overdone, this 
basically loving and desirable attitude may nevertheless defeat its 
own purpose by keeping the boy or girl from developing beyond 
the adolescent stage emotionally and sociologically. 

I recall a number of tragic cases of parents who, in trying to 
spare their children from heartache and unpleasantness of all sorts, 
kept them in a sort of eternal childhood. One father, for example, 
encouraged his son to run home whenever he was not happy in a 
job. The father paid the bills, protected the son from all the chal- 
lenges which ordinarily make men strong and independent. When 
the son was over 40 and unable to meet ordinary situations of life, 
the 70-year-old father still referred to him as a “boy” and refused 
to face the serious problem of the son’s immaturity which was the 
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basis of his aleoholism. Over and over, the father insisted, “I love 
my boy so much I can’t bear to see him unhappy.” But the “boy” 
could not be completely protected from life; when he came up 
against it, an attempt at suicide was the only “way out” he could 
see. 

Such parental devotion, on the surface, seems to be self-sacrific- 
ing in the extreme. Upon careful consideration, however, we real- 
ize that such parents are basically selfish, satisfying their own emo- 
tional needs by keeping their children dependent economically and 
emotionally. 

All too often, childhood is glorified as a sort of sublime state 
which must be kept unsullied by everyday cares and responsibili- 
ties. Parents insist that their boys and girls, even when they ad- 
vance into their later teens, are still “so young” and “should have 
a chance to have fun while they’re young.” Of course they should 
have fun. Of course they should be happy. But we must also re- 
member that the function of childhood is to prepare boys and girls 
for adulthood and maturity. If they are not prepared for the prob- 
lems they will have to face in the adult world, they will later suffer 
much in needless inadequacy, frustration, and failure. 

Another moot question is just how much love a child needs. 
Here again it is a question of avoiding both extremes. I do not 
agree with those who rant about “love starvation” being the cause 
of all psychological ills. I have often remarked that these people 
would have us dripping love all over the place until the child slips, 
falls and fractures his future. A child must have mature love 
just as he must have balanced security, but it must be the strong, 
unselfish kind of love. He must feel that his parents care for him 
and that the training he receives at their hands is lovingly planned 
to help him become a mature, successful adult. 


Over-Aspiration 


In addition to helping the child develop emotional maturity, 
there is the necessity of guiding him toward a vocation. Too often, 
parents are tragically incapable of estimating accurately their 
child’s abilities. Psychiatrists are called upon frequently to ad- 
vise men and women who have broken down because they were 
unable to make good in the occupations their parents insisted upon. 

Johnnie’s father and mother were hard-working people who had 
built up a good grocery business in a small city. They had dreams 
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for their boy; even before Johnnie was born, they began scrimping 
and saving so that he could have every advantage and “make some- 
thing of himself.” Although Johnnie, as he grew up, wanted to 
“help Dad” in the store, he was told to keep his mind on his books 
so he could go to college and “be somebody.” 

Johnnie was a fine boy and didn’t want to “let his parents down,” 
but he was unable to stand the strain of continued purely intel- 
lectual endeavor. Not until the boy broke down could his parents 
be persuaded that Johnnie would be happy and well-adjusted only 
in a vocation which was in line with his abilities and interests. 
Johnnie went into the store with his father and today is successful 
and respected as one of his city’s capable merchants. 

Another example of this disastrous insistence on a college edu- 
cation as essential for respectability is found in the family with 
“social position.” Young Sylvester wanted to be close to the soil, 
to be a plain, garden-variety farmer, and earn a living by raising 
cows, pigs, chickens, and horses. His horrified parents consid- 
ered that this would sully the family escutcheon, and sent the boy 
to “Astorbilt University” to become “a gentleman and a scholar.” 
Sylvester couldn’t take it and “blew a fuse’-—one more case of 
mental illness needlessly produced by parental over-aspiration. 

Every human being has the divine right to fail—and to learn 
through his failure—as well as to sueceed. We are not being fair 
to a young person when we try to shield him from every touch of 
failure—if we rush out with the academic pulmotor at the first hint 
of his failing in school, or try to alleviate emotional growing pains 
which he should experience. Here again, parents can do much to 
teach the boy or girl how to meet failure. Perhaps the young per- 
son can be shown that life is a game—a game with rules and one 
for which rigorous training is necessary. 

Life is not a parlor game governed by politeness, but a sort of 
football game. Every boy who plays football knows he may be 
knocked down in the mud, that he may be thrown for a loss, and 
that he may suffer defeat. The player who considers himself 
“licked” the first time such defeat comes along will not go far, in 
football or in the game of life. Parents have the rigorous but im- 
portant job of being coaches for this game of life, of setting up the 
training rules and teaching the young player to pick himself up 
from the heap, grin, and try again. 
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Over-Anaiety 


Another unwise attitude of parents, to which I am afraid psychi- 
atrists have unwittingly contributed, is the feeling of over-anxiety 
about their children. The impression seems to have been created 
that every action of a child must be “viewed with alarm,” studied 
and analyzed. Here again, extremes are very dangerous. There 
is no more positive way of imparting anxiety than being anxious. 
Instead of looking constantly for trouble and perhaps thereby cre- 
ating it, we might better temper wisdom with poise, remembering 
that the human mind, especially that of the child, is an amazingly 
resilient thing. I do not advocate neglect or a foolhardy attitude. 
The psychiatrist is, as I have said, a medical specialist who should 
be consulted when he is needed, just as any other doctor is con- 
sulted and with no feeling of embarrassment or hesitancy. I am 
advocating merely a return to reason—reason of the type which 
was commonplace in the days of the cld-time family practitioner. 
Do acquire new knowledge and use it, but don’t let anxiety get the 
better of you unless you want to teach it to your child. 


“The Lollipop Technique” 


How often have you heard a fond parent say to his or her off- 
spring, in effect, “Don’t hit Little Sister today, and I’ll give you a 
lollipop,” or “Don’t kick Baby Brother for a week and I'll give you 
three lollipops”? Such petty bribery is on the surface a quick and 
painless way of obtaining obedience from the child, but it obviously 
defeats its own ends. Soon the child who is so bribed thinks he 
has to behave only when a reward is forthcoming, and that he 
should constantly be “paid” for socially-acceptable manners. A 
clear distinction must be made between petty bribery and encour- 
aging the child to earn what he wants, which will be discussed in a 
moment. 


Self-Expresston Unlimited 


What about the matter of self-expression for boys and girls? 
Schools of thought about self-expression range from the extreme 
left or “Self-Expression Unlimited School,” which advocates let- 
ting the child express himself as he will, with no discipline what- 
ever, so that his emotional growth may not be stunted, to the ex- 
treme right or “Martinet School” which propounds rigid discipline 
as the only answer to the problem of good child-training. Each of 











C. CHARLES BURLINGAME, M. D. 107 


these extremes, of course, is equally unwise, and each can contrib- 
ute to teaching mental illness. 

Self-expression is a fine outlet for the emotions and should be 
encouraged for personality development, but self-expression un- 
limited, that is, self-expression which is outside the socially-accept- 
able pattern or which transcends the rights of others, is nonsense, 
although it is nonsense with results which are sometimes tragic. 

If six-year-old Willie’s parents stand by while he demolishes the 
family-heirloom lamp with his baseball bat, and chalk it up to 
“self-expression,” they should not be too surprised to find 21-year- 
old Willie still “expressing himself” by hitting his wife over the 
head with his golf club. 

The other extreme in discipline is equally ridiculous. Those 
who follow the “Martinet School,” cracking the whip of discipline 
with commands of “Do this! Don’t do that!” may have children who 
are models of obedience for the moment. But these children usu- 
ally do not reason, do not base their conduct and decisions on a 
knowledge of why certain things are right or wrong. More often 
than not, once such a child is released from under the parental 
thumb, one of two things occurs: Either he stands still, bewildered, 
waiting for specific instructions; or the opposite happens, his free- 
dom goes to his head and he runs wild without restraint. 

The wise parent will use firmness and discipline, but will see that 
the child knows the reason behind each instruction. He will say, 
“To this for this reason. Do not do that because such and such will 
happen if you do.” In this way, and only in this way, do we de- 
velop a reasoning animal who will be able to interpret the rules 
of society throughout his lifetime. 

“Gimme-Gimme vs. Givie-Givie” 

If we agree that we must prepare children for successful adult- 
hood, we must also face the responsibility of helping them develop 
an appreciation of their role in society. In this regard, I deplore 
the prevailing habit of telling the child from the day he enters 
kindergarten, “Now, I hope you’re going to get something out of 
this.” We hear this again and again, when new advantages and 
opportunities come along. All too often, if Junior doesn’t seem 
to be “getting anything out of” the Village Scooter Club or the 
club at the church, he is encouraged to drop out and look for some- 
thing which will give him more. 
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Many youths reach the chronological age when they are expected 
to assume the responsibilities of citizenship without ever having 
had said to them, “Now, I hope you’re going to get something out 
of this so that you may be prepared to give something to society 
in carrying out your responsibilities to the community.” 

Because they have never heard these words, a great many peo- 
ple grow up with serious cases of the “gimme-gimmes,” a malady 
which is not a prerogative of infancy only. While there are many 
good things in our society for which we should be thankful, none of 
them ever resulted from the “gimme-gimme” attitude on the part 
of an adult. The good things, in every instance, stem from what 
we might call the “givie-givie” attitude, or the desire on the part 
of the individual to give in the best interests of the group. 


Earning vs. Giving 


Since the child is to learn how to make his way in society as it 
is now constituted, a part of his training, regardless of the eco- 
nomic status of the family, should be in the art of self-support and 
independent existence. The necessary emotional and social adjust- 
ments can be assisted by the wise parent. Junior or Sister can be 
weaned from over-attachment to, or over-dependence on, their par- 
ents, can be aided in understanding the other fellow’s point of 
view, and in realizing that they, as the younger employees in a job 
situation, will be expected to make most of the adjustments that 
such situations necessitate. They can be trained in constructive 
attitudes toward work in general, toward care of tools, toward fel- 
low-workers as well as employers, toward the use of money, and 
toward success and failure. 

In general, the writer believes that ideas of the dignity of work 
can be built easily, in many of the child’s everyday relationships 
with the other members of his family. Giving the child opportuni- 
ties to earn his own allowance or special treats is not bribery. 
Most of us adults must work a bit harder if we want an expensive 
vacation or a new home; we do not consider overtime pay, or the 
extra money we are able to bring in by harder work, to be bribery. 
Children are able to comprehend this cause-and-effect relationship 
at an early age. 

In the long-range building of mental health, a clear understand- 
ing of the necessity of working for what one wants is an important 
factor. In general, it might be said that young persons who have 
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earned a part or all of their spending money are better prepared 
for the responsibilities of adulthood than those who have had 
everything they wished handed to them on a silver platter. 


Problems Arising from Divorce and Broken Homes 


There is a further menace to the mental health of any child in- 
volved in the problem of divorce and the “broken home.” Parents 
must realize that they have no rights over and above the rights of 
their minor children. I realize that this may not be a popular state- 
ment. We hear a great deal these days about the right of parents 
to find their “individual, personal happiness.” This may be accept- 
able for two adults if there are no children in the picture. When 
there are children, it is my firm belief that parents must adjust, 
and sacrifice if need be, to preserve the integrity of the home if 
the children are to be given the best guidance toward maturity. 

Too often, I believe, the judge on the bench is not sufficiently 
“tough” with parents who are considering divorce. Solomon, thou- 
sands of years ago, realized that a woman who would allow a child 
to be cut in two did not feel mother love. We must realize that the 
division of children which so often is nonchalantly made part of a 
divorce decree is an emotional cutting in two which can do great 
damage to the child. 


Building the Four-Legged Chair 

What, then, do I think that the wise parent should do? I be- 
lieve the wise parent will find a balance, in his approach, between 
the two extremes in each of the aspects that have been discussed. 
The child should be taught early to connect a socially-affirmative 
act with social reward, and an anti-social act with social rejection. 
Usually a child who is not trained to conduct himself in a socially- 
acceptable manner is destined to become a very unhappy, or even 
a sick individual, because society will dole out its punishment on 
him or her, all the way from neighborhood ostracism to a prison 
sentence. Teaching children, within the family circle, to adapt 
themselves to social relationships as they really obtain is essential 
groundwork for the future demands upon the child by society. 

I like to think of each individual as sitting in a four-legged chair. 
One leg is a vocation, not necessarily an activity for monetary re- 
turn but some activity which fulfills the human need to be of some 
use to someone. Without a vocation, a man or woman has no place 
in modern society. “Loafer’s delight” has gone out of fashion. 


PART I—1950—H 
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Man has need, too, for outlets for his unused skills and interests, 
since few of us can do for a living that at which we like to play. 
Therefore the second leg of the chair is an avocation or hobby. 
Since man is a social animal, the third leg is the social and recrea- 
tional aspects of life. The fourth leg is the physical side of man, 
since the body is the vehicle of the mind. Man’s basic psychologi- 
cal needs are in these four phases of living. 

We might put a back on the chair, this back representing the in- 
dividual’s interest-level, his “will to do,” which is a simple way of 
describing his emotional drives. 

Any individual who is sitting in a chair with four well-developed 
legs of proportionate length, and a strong back representing a 
sturdy, healthy interest in life, is “sitting pretty.” For some indi- 
viduals, two or three legs may be satisfactory, but there are very 
few persons who do not totter if they try to balance on one leg. 

The family and home have a unique opportunity for developing 
the attitudes, interests, and skills which will become the legs of the 
chair. The daily give-and-take of the well-organized home pro- 
vides the best possible training-ground; without such a foundation, 
the contributions of the community become impotent and of little 
significance. Build such a chair for your child to sit in throughout 
life, and you will have given him the best possible preparation for 
whatever he may have to face. 


THE COMMUNITY AND THE CHILD 


The subject of the relation of the child and the community is 
much too large, of course, to be more than touched upon in such 
a discussion as this. One or two points which are in line with the 
topic of this paper should be emphasized, however. I believe 
strongly that the primary responsibility of the community is to as- 
similate the child into that communty, making him wiser, more in- 
dependent, and more resourceful. Maintaining recreational cen- 
ters, administering justice, or any other community service will 
accomplish its end only if organized to focus upon this objective. 

Many child guidance centers are springing up throughout this 
country, and a number of them are doing good jobs of solving emo- 
tional and educational problems. I have long advocated, however, 
the “parentorium” or parent guidance center as a necessary ad- 
junct to any sort of child guidance service. Ideally, I believe, 











C. CHARLES BURLINGAME, M. D. 111 


this parentorium is a center in which parents in regular classes 
are taught how to teach their children social responsibility and the 
discipline of self-restraint. Such centers might be made a part of 
an existing educational system, or might be administered in one of 
several ways. The important thing is that the service be available, 
when and even before the parents feel the need of it. 


In all our planning, therefore, let us keep in mind the purpose 
and function of childhood as preparation for adulthood and ma- 
turity. Let us analyze all the things to which our hearts prompt 
us, that we may see whether we are perpetuating immaturity or 
are promoting maturity as nature intends and society will demand. 
While our hearts talk in behalf of childhood, let us use our heads 


to the end that our children may avoid suffering and disaster in 
the years ahead. 


The Institute of Living 


(Neuro-Psychiatrie Institute of the Hartford Retreat) 
Hartford, Conn. 








MENTAL HYGIENE---A STATE RESPONSIBILITY * 


BY PAUL J. TOMLINSON, M. D., AND RALPH W. BOHN, M. D. 


Starting with the passage of New York’s State Care Act, psy- 
chiatric hospitalization has been a responsibility of the state, and 
this will undoubtedly continue unchanged. This service has gradu- 
ally developed from custodial care to a fairly advanced type of 
modern hospitalization and treatment. For some years now, the 
services of the Department of Mental Hygiene have reached out 
into the community, hesitatingly and gropingly at first, but in the 
past decade or two with increasing emphasis on prevention. 

The situation should be studied carefully to determine if the fur- 
ther extension of services of the Department of Mental Hygiene 
into the community is necessary and desirable. 

No such question has arisen with the gradual extension of serv- 
ices by the State Department of Health in the control of tubercu- 
losis, venereal disease, contagion and its many other vital and 
widely-demanded activities in the field of general public health. 
Mental illness, today, is a much larger, a much more serious and 
a much more menacing problem than any of these. Our psychi- 
atric hospitals are crowded far beyond capacity, and it is the clear 
duty of the Department of Mental Hygiene to do everything within 
its power to relieve the increasing admission rate. 

In spite of tremendous advances made by psychiatry in the past 
few decades it still remains the least developed branch of medicine 
in actual application. It is only in the largest urban centers that 
psychiatric consultants are available. This situation bids fair to 
continue for many years to come because of the discouragingly 
slow increase of competent men in the field. 

Psychiatrie consultation is not only limited in availability but 
is also more expensive than the average person can afford. If 
prolonged treatment is necessary or if hospitalization is deemed 
expedient, only the actually wealthy can afford such measures in 
a private capacity. Thus the vast majority of persons neglect 
their mental health until advanced symptoms demand admittance 
to a state hospital. 

For years, early diagnosis and early treatment have been ad- 
vocated to improve the results of psychiatric care and it was for 


*Read at the upstate interhospital conference of the New York State Department 
of Mental Hygiene at Syracuse Psychopathic Hospital, Syracuse, N. Y., April 18, 1950. 
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just this reason that many New York State hospitals established 
mental hygiene clinics in their districts. At Gowanda State Home- 
opathie Hospital at Helmuth, N. Y., such clinics were started prior 
to 1920 and gradually increased in scope and effectiveness until, by 
1930, a fairly full program of mental hygiene clinics was in opera- 
tion including four very active child guidance clinics. These lat- 
ter were discontinued a few years ago when the child guidance 
work was markedly expanded under a separate division on a state- 
wide basis. The community mental hygiene clinics have been con- 
tinued, with the exception of short intervals in recent years when 
personnel difficulties made it impossible. 

The original demand for mental hygiene came from the com- 
munity following a comprehensive public education program car- 
ried out largely by the hospital staff. These clinics were particu- 
larly well received by members of the medical profession who, un- 
til then, had never had an opportunity for neuropsychiatric re- 
ferral closer than Buffalo, about 35 miles away. Carefully main- 
taining high professional and ethical standards, the clinic services 
have been increasingly depended upon by all professional groups 
in the hospital district. 

For many years these services were restricted to a diagnostic 
and advisory basis with any follow-up dependent upon the refer- 
ring agency. Because there was little or no adequate psychiatric 
experience among the personnel of these agencies, it was fre- 
quently felt that efforts were not so effective as they should have 
been. Sufficient information, however, was available to indicate 
the good work accomplished even though it was impossible to 
demonstrate this statistically. 

During the fiscal year 1946-47 it was possible to assign a well- 
trained psychiatric social worker to this clinic work and charge 
her with the responsibility of following referred cases and to help 
implement the recommendations of the psychiatrist. For the first 
time it was possible to get a fair idea of the clinic’s effectiveness. 

In this period 95 patients were seen. The scope and awareness 
of the community as a whole to the problems of mental hygiene are 
indicated by the variety of sources from which cases were referred. 
By far the greatest number, 34, were referred by physicians, the 
next largest group, 23, were self-referred. In decreasing fre- 
quency, the rest were referred by: welfare departments, nine; fam- 
ily service, six; children’s bureaus, four; public health nurses, 
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four; courts, three; veterans bureau, two; county probation de- 
partment, two; and by other local agencies or friends. 

Comparing sources of referral with educational levels, the only 
outstanding influence is seen in the self-referrals where 21 of the 
22 in this category had better than an eighth-grade education. This 
would indicate increased awareness of emotional problems and a 
greater desire for help on the part of individuals in this educa- 
tional group. 

Twenty-four of the patients seen had less than an eighth-grade 
education; 11 had completed the eighth grade; 29 had some high 
school education ; 24 had completed high school; and six had a col- 
lege background. The limited number in the last group is probably 
accounted for by the fact that its members have a higher economic 
level, and private consultation is more frequently within their 
means. Also, in an essentially rural and suburban community, 
there are not so many college graduates as would be found in an 
urban population. 

The presenting problems and reasons for referral were many 
and varied. Fourteen complained of “nervousness,” 10 presented 
difficulties in marital adjustment, eight were bothered by emo- 
tional instability, six feared “loss of mind,” five had general fears, 
five recognized problems of adjustment, and four were referred 
because the family physician could find no basis for somatic com- 
plaints. Among the more obvious in this category, were such 
symptoms as hysterical blindness or aphonia, memory impairment, 
despondency, anxiety, temper outbursts, irritability, persistent 
fatigue, convulsions, delusions, conflicts with the law, antisocial 
drives, ete. 


As might be expected from the list of subjective symptoms, the 
most frequent diagnosis was psychoneurosis. There were actually 
40 so diagnosed of whom 15 were of mixed type, 13 of the anxiety 
type, five of conversion hysteria, four of neurasthenia, one each of 
hypochondriasis and psychasthenia and one unspecified. 

There were 16 in the schizophrenic group. These were sub- 
divided into six schizoid personalities, three paranoid type, two 
catatonic, two hebephrenic, one simple type and one unspecified. 

Among the remainder, there were seven psychopathic personali- 
ties, four cases of convulsive disorders, four of simple adult mal- 
adjustment, three paretics, two sclerotics, two aments, two cyclo- 
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thymiecs, two alcoholics and one each of psychosis due to metabolic 
disturbance, psychosis due to new growth, and drug psychosis. 

Notwithstanding these diagnoses and the fairly advanced psy- 
chopathy in many cases, hospitalization was suggested in only 19 
instances. Thirteen followed this recommendation, of whom 11 
were subsequently discharged as recovered or much improved. 
One, a sclerotic, suffered a cerebral hemorrhage and died in the 
hospital. The thirteenth was hospitalized in a veterans facility 
and lost to the Gowanda records. 

A follow-up study of the year’s work was made during the next 
year. It was possible to contact 59 cases, but the remaining 36 
could not be located. Thirteen of these 59 have already been men- 
tioned under cases hospitalized. Of the 46 others, 15 were found 
to have their presenting problems completely resolved, 10 were 
considered much improved, 11 were improved, and 10 were con- 
sidered unimproved. 

These figures demonstrate that 36 cases or more than 61 per 
cent of those checked by follow-up studies were markedly benefited 
by clinic contact alone. How many were benefited among the 36 
who could not be contacted is a matter of conjecture. However, it 
is probable that the results were equally good, since none of them 
have returned to the clinic or have been admitted to the hospital. 

An annual case load of 95 seems small indeed, and one might 
question whether the expenditure of time, personnel and expense 
is justified when the hospital has been so continuously short in 
all these very necessary items. Actually, mental hygiene clinics 
are only a small part of Gowanda’s extramural service represent- 
ing only six half-day clinics per month and closely integrated with 
the convalescent clinics with a case load running close to 500 and a 
family care program of approximately 100. 


That such service is appreciated by the community, is amply 
attested by the eager participation of all local professional groups 
on a co-operative basis. They assist in making appointments and 
furnishing anamneses and other pertinent information. They are 
permitted to sit in on their own cases where this is considered ad- 
visable and are included in staff discussions, thus gaining consid- 
erable mental hygiene training. 


With one psychiatrist and one social worker assigned regularly 
to clinic service, it was possible to organize a consistent, smoothly- 
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operating program. While the psychiatrist was examining the pa- 
tient, the social worker would interview the accompanying relative 
or friend to augment the locally-obtained history. Then the rela- 
tive or friend would be seen by the psychiatrist for an explanation 
of the problem and to receive instructions for assistance to the pa- 
tient. Meanwhile the social worker would be establishing contact 
with the patient to lay groundwork for her follow-up. Where it 
was considered advisable, the patient and relative or friend would 
be seen together by the psychiatrist after the individual inter- 
views. Here, again, the social worker would be present. This 
method has been found especially advantageous in cases involving 
domestic or marital discord. The wife feels the support of the so- 
cial worker and the husband that of the psychiatrist, and therapy 
is much more easily accomplished. 

These methods are time-consuming but, because of their very 
thoroughness, it is frequently possible to resolve problems in one 
interview. In fact, more than two-thirds, or 64 of the 95 patients 
were seen only once in the clinic. Fifteen paid two visits, eight 
were seen three times, and eight were seen four times or more. 
The 95 patients made a total of 171 clinic visits. 

The effectiveness of such short-term contact is not infrequently 
challenged by the more analytically oriented. It has, however, 
been amply demonstrated that in the 59 cases, where follow-ups 
were possible, 61 per cent had received adequate and lasting ben- 
efit. On this alone we are willing to rest our case. That these 
results were obtained with the expenditure of only 30 clinie days 
during the year, makes the accomplishment more impressive from 
the financial standpoint of the individual, the community, the hos- 
pital and the state. 

With the master plan for state-wide mental health, the establish- 
ment of new clinic services and the expansion of existing facilities 
will undoubtedly be a major consideration. The question arises 
as to the advisability of setting up a separate service, divorced 
from the individual hospital, as has been done with the child guid- 
ance clinics. 

From the writers’ long experience it is our firm belief that such 
a program can best be implemented by the hospital in its own as- 
signed district. Gowanda has developed close personal and pro- 
fessional associations with all agencies, public and private, in the 
hospital district, and works in the closest harmony with them in 
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all matters relating to mental hygiene. The hospital is recognized 
as a teaching center for university, college and even high school 
students, as well as for such key groups as health officers, minis- 
ters, school teachers, public health nurses, general hospital schools 
of nursing, welfare agencies, public and private, together with 
many lay organizations. No program of the least importance is 
initiated throughout the Gowanda district without soliciting the 
hospital’s advice and participation. 


Through 56 years of hospital service to the community, Gowanda 
has had close personal and professional ties with a large segment 
of the population which is of constant assistance in present con- 
tacts. Case records built up during this period are constantly of 
service and immediately accessible. The more than 30 years of 
gradual development in the field of prevention has been limited 
only by the lack of adequate personnel, time to spare for extra- 
mural activities and sufficient funds to pay for such services. 

This has not been a completely selfless and unremunerative 
service but has paid dividends to the hospital in many ways. With 
increased understanding on the part of professional and lay 
groups, there is increased co-operation in any problems affecting 
the community. Patients are hospitalized far earlier than for- 
merly, and this is reflected in increasingly good and more rapid 
results of hospital treatment. With these close ties in the com- 
munity, there is a resultant willing co-operation of all existing 
agencies to aid in the readjustment of convalescent patients. 

Perhaps the most valuable benefit to the hospital is the training 
and experience gained by staff members in community work. No 
matter how conscientious or studious any individual may be, he 
tends, after years of institutional work, to become narrowed by 
the very confines of the hospital walls and the limitation of his 
work to advanced cases of mental illness. Experience with the 
type of case seen in community work gives him a clearer under. 
standing of etiological factors and the use of community and per. 
sonal factors in treatment and adjustment. It broadens his view- 
point and makes hospital work much more effective in all respects. 
In fact, so valuable is such training and experience considered that 
the hospital plans to take back one of its local child guidance clinics 
as soon as personnel is available, so that the staff may have the 
benefit of training in this most important field. 
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In short, given the necessary personnel, time and funds, the local 
state hospital can most effectively care for the mental hygiene 
needs of the community. 


SUMMARY AND CONCLUSIONS 


A survey of the mental hygiene clinics conducted by the Go- 
wanda (New York) State Homeopathic Hospital has been pre- 
sented with particular reference to a group of 95 patients exam- 
ined and treated during the fiscal year 1946-47. There was a fol- 
low-up on 59 of these patients. It was impossible to contact the 
other 36. 

Forty-six of 59 patients, or 80 per cent of the follow-up group, 
were found to have benefited, directly or indirectly, by clinic 
contact. 

The interest of the community in mental hygiene and the variety 
of sources of referral are noted. Consideration is given to the edu- 
eational level of the patients seen. The findings indicate those 
attaining the high school level are most subject to emotional strain 
of contemporary living and that the clinic services were most used 
by them. 

Evidence is presented as to how the clinics aid in the mental 
hygiene education of the community and, in turn, aid in the general 
functioning of the hospital. In view of this, it is urged that the 
mental hygiene clinics continue to be a service of the state hos- 
pitals and that increasing emphasis be made in this direction in an 
effort to slow down the continued increase in hospitalized patients. 


Gowanda State Homeopathic Hospital 
Helmuth, N. Y. 














THE ORGANIZATION OF A MUSIC PROGRAM, AS A REHABILITATION 
MEASURE FOR THE MENTALLY ILL* 


BY MARY JANE PRESTON 


Music is not a new activity in our mental hospitals, nor has 
there been a lack of appreciation through the years of the contri- 
bution of music in its entertainment and recreational value. The 
time has arrived, however, to investigate the greater possibilities 
of music for patient groups and individuals when it is carried on 
by highly-skilled personnel in this specialty. How shall this pro- 
gram be organized and how shall it function? How ean it be cor- 
related with other programs as part of the treatment effort? 

The observations and suggestions in this paper are made, not by 
a musician but by a recreation instructor, in the hope that some 
experience in the development of a music program will be helpful 
to others. 

Since music is a vital part of the recreation program, it has 
seemed logical that it be further developed and extended by mu- 
siclans assigned to the recreation department. The recreation in- 
structor has experience and knowledge of the reaction types of 
patients and is acquainted with many individual patient’s interests 
and abilities. This can assist greatly in the guidance and control 
when integrating a more specific program. Also, the recreation 
instructor has knowledge of the hospital organization, its physical 
facilities, its staff and administrative procedures, and he is 
equipped to plan and revise schedules with proper balance and 
consideration for the other patient-activity programs. 

Music has long been an important part of the recreation pro- 
gram, not only for parties, dances and entertainments, but also as 
an integral part of scheduled classes where rhythmic exercises, 
musical games and folk dances are included. Formerly, the recre- 
ation instructor has depended on other workers or on patients 
with musical ability to supplement selected recordings in order to 
have the advantages of music in the program. This arrangement 
has limited the potentialities of music activity, and there has been 
a long-felt need for personnel with a specialized musical knowledge 
to develop fully this part of the recreation program. 


*Read at the Annual Recreation Institute, held at Creedmoor State Hospital, Queens 
Village, N. Y., April 12 and 13, 1950. 
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It has been stimulating to have worked at Pilgrim (New York) 
State Hospital with a number of qualified musicians whose em- 
phasis in music was on “therapy” and not just on art and per- 
formance. From this experience, the writer would like to give 
conclusions and outline certain ideas of the organization plan in 
which music is used as a part of the rehabilitation program. 

It is accepted that music is an aid which may strongly influence 
behavior by the stabilizing of emotions and the stimulating of 
special senses which create healthy attitudes. It should definitely 
be part of the treatment program, and there is increased interest 
in this phase of activity, as the music specialists, themselves, are 
becoming more aware of the scope of activity and of the contri- 
bution needed for this field. 

The word “therapy” in music must be employed in its broader 
sense, as it would seem not proper to use the term “music ther- 
apist” unless the musically skilled had also the training and ex- 
perience in the medical subjects which would enable them to apply 
their skills as specific therapy. Some research has been done in 
this field in various hospitals, and the findings have pointed to the 
value of this activity for certain individual patients and also for 
the better control of noisy patients on wards where selected com- 
positions are played. 

It is agreed that the music instructor is needed to complete the 
therapeutic team, to work along with the recreational instructor, 
the occupational therapist, the nurse, the attendant, the social 
worker and others, functioning under medical guidance and direc- 
tion with a definite team purpose in mind—to help the patient in 
his mental, emotional and social adjustment. With co-ordinated 
activity, no one group may claim a cure-all, show a tendency to 
exaggerate results, or to work independently when all treatment 
is dovetailed, with many forces focused as therapy for the indi- 
vidual patient. The co-ordinator for the team must necessarily 
be a medical person at the administrative level whose interest it 
would be to correlate the activities of the various departments. 

In regard to the music personnel, the writer would observe that 
a musician with a background and training in teaching is more 
adaptable for the necessary duties than is the “artist” type. To 
illustrate by analogy, the graduate recreational instructor, with 
courses in psychology, anatomy, kinesiology, ete., has a better 
foundation and a broader knowledge for carrying out a treatment 
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program than has a former professional football or baseball 
player. The occupational therapist with arts and skills, plus pro- 
fessional training in the medical sciences, is more specifically pre- 
pared to carry out a treatment program than is the artist or a 
person skilled only in handcrafts. 

The music instructor must be able to adapt knowledge, to work 
with others co-operatively and to organize and co-ordinate a 
planned music program. The instructor should be someone with 
an outgoing personality, with enthusiasm and a sense of humor. 
The program should be flexible in its application to the various 
types of patients, from simple and informal play activities to spe- 
cific and more advanced group organizations of selected patients, 
requiring individual training and participation. The instructor 
should have the capacity to use music skills to the highest level as 
the needs, capacities and interests of the group become apparent. 

In planning and grading the music activities of the over-all hos- 
pital program, it is necessary to outline the types of music expres- 
sion, which would be adaptable for both group and individual par- 
ticipation and to have some idea of to what extent participation 
would be active and of which patients would benefit at a passive 
level. 

Following are some of the music activities to be discussed fur- 
ther in this paper. Group singing, church choirs and glee clubs 
are included in vocal grouping; and activities in the instrumental 
category are the dance orchestra, the band, the drum and bugle 
corps and the rhythm bands—with certain instruction and training 
required by all for both individual and group-activity participa- 
tion. There are also special events which require full co-operative 
effort from other treatment departments, such as the staging of 
operettas, musical shows and minstrels. Marionette and puppet 
shows may also be added to this list, as well as special concerts 
and tableaux. 

Music must be integrated with the recreation program not only 
for the daily routine class periods but also for the parties and 
dances which are such an important part of the socializing effort 
for the patients. There is also activity for the individual patient 
which is prescribed by the doctor as well as required co-operative 
effort with research projects. 

Another important phase of the music therapy program is the 
benefit and enjoyment received by the less active groups from the 
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efforts of vocal and instrumental performers. Also important, is 
the wide range of listening pleasure offered by well-selected re- 
cordings, with or without planned music-appreciation discussions. 
A growing library of a variety of good music albums should be 
the aim of every department in an effort to enrich, as much as pos- 
sible, the lives of the patients in our hospitals. 

To carry out a program of the foregoing variety, the music in- 
structor, in the larger hospitals at least, needs the assistance of a 
bandmaster who is qualified to teach the patients time-consuming 
lessons in playing individual instruments and to help with the re- 
hearsals of the band and the orchestra. The extent to which the 
total music advantages may be extended depends on music’s inte- 
gration with other therapies and on the mutual co-operative effort 
made to develop its potentialities. 

First let us consider the group singing which may be scheduled 
weekly on every service or in patients’ buildings for the large ward 
groups. It has been observed that a patient who will not talk will 
frequently sing when other singers in a group select familiar songs 
and the withdrawn one is encouraged to participate. To stimulate 
interest, the group singing is often varied with humming, whistling 
and harmonizing. Some respond well to music with action, such as 
singing while they march, clap hands or sway to the rhythm. 

There should be a variety in the selection of tunes for singing, 
and repetition should be avoided in order to keep the melodies 
fresh and agreeable to all. Group selection of songs is very im- 
portant in maintaining the interest of the group, as the younger 
patients enjoy the late popular pieces while the older patients often 
prefer the old-time melodies. A mixture is needed to keep all in- 
terested. The songs of various nationalities should be available for 
singing if requested. In the selection for ward groups, the inter- 
ests and cultural backgrounds of the more alert patients should be 
considered in raising the standard and quality of the music effort. 

From these ward singing groups, patients are selected with the 
approval of, and often at suggestion from, the doctor, for active 
participation in the more specialized forms of activity, such as 
singing in the choirs, chorus or glee club, or playing in the band 
or orchestra, thus adding to the possibilities of entertainment and 
of musical programs for all the patients in active or passive form. 

The vocal program of the chorus and glee club provides a stimu- 
lating experience for those participating. These patients are in- 
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dividualized, and may progress to varied and advanced musical 
training. There are weekly practice sessions in choral and part 
singing. Male and female patients sing together and separately, 
to gain harmony as well as to establish a normal social grouping. 
Interest grows, as at regular rehearsals the music practised is for 
coming events with a musical program planned to be given about 
every three months for the entertainment of the other patients. 

The choirs are divided for Catholic and Protestant rehearsals; 
and, again, selected patients practise once weekly for the Sunday 
services. Singing hymns and learning Christmas and Easter holi- 
day songs give great satisfaction to many and afford means of 
spiritual comfort. 

In instrumental music activity, the band and orchestra are im- 
portant. The band comprises from 12 to 20 patients, depending on 
the number who are available and who have talent or interest in 
playing an instrument such as the piano, violin, cello, drums, saxo- 
phones, clarinets, trumpets, and bass viol. The band gives con- 
certs about the hospital for the entertainment of the patients. The 
orchestra is composed of a selected number of patients with suit- 
able instruments who practise and play for the patients’ weekly 
dances and keep up with the more popular airs. Both these groups 
receive individual training within the limitations of the personnel 
and are advanced as their proficiency becomes apparent. 

The drum and bugle corps, a most interesting group, is composed 
at Pilgrim State Hospital of about 30 men and women who can 
play the drums, the wind instruments, the percussion instruments, 
the glockenspiel and triangles. They, together with the flag- 
bearer, the color-guards and the majorettes, practise twice weekly, 
plus one drill period. The march routine, formation and calls are 
taught by an interested attendant who is experienced in drill tech- 
niques and whose help has been invaluable. Attractive uniforms 
have been purchased for this group, and great pride is exhibited 
in the patients’ attitude toward their accomplishments. In the 
several public appearances of the drum and bugle corps, it com- 
peted favorably with other drum and bugle groups in maneuvers 
and performance. 

Small rhythm bands afford a simple type of instrumental music 
which is adaptable for the low-grade and regressed patient; and 
they also afford fun and stimulation to the more alert patient. The 
instruments are generally improvised or may be gotten with little 
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expense. These consist of small drums, tambourines, cymbals, 
sticks, dry gourds, bells, wood and sand blocks. Even combs with 
tissue paper (to be hummed on) are used. Harmonicas and auto- 
harps are also simple and are good musical equipment for both 
group and individual music effort. 

Individual music-therapy work prescribed by the doctor in 
charge is very important. Private instruction is given in voice, 
piano, and other instruments. Also, original compositions and ar- 
rangements are encouraged. Working in music with individuals 
has been very helpful in awakening old interests and responses, 
instilling self-confidence and giving encouragement. 

Marionettes and puppets have not been used in the Pilgrim pro- 
gram, but this activity is worth considering. The construction of 
the puppets, the theater, scenery, manipulation of the strings and 
rehearsing the action necessitates the correlation of occupational 
therapy, recreation and music activities. Arrangements could be 
made for this equipment to be portable, and it could be taken from 
ward to ward, with performances given for patients who seldom 
leave their buildings. Original plays could be written and charac- 
ters created which would be a great aid to the psychiatrist. 

Patients who participate in the foregoing groups gain much in 
adjustment or satisfaction, and those who enjoy the performances 
are also benefited. A sportsman-like appreciation is shown by 
most groups for patient performers who volunteer to play, dance 
or sing. The effort is applauded even if the quality of the per- 
formance is poor. However, patients are quick to recognize and 
duly applaud those of noticeable ability. An instructor must be 
on guard for those who have a tendency to attract too much at- 
tention and to monopolize time to no advantage. 

In deciding the music activity for the various patient groups, it 
is necessary to keep in mind the reaction types of the patients with 
whom one is dealing—as it is in the general recreation program— 
and to apply music accordingly, with a definite purpose in mind. 

With regressed patients there must be an effort to develop 
rhythm, to awaken interest and increase initiative by means of 
stimulating tunes, action songs and rhythmical instruments. 

Music with the disturbed groups must be highly controlled, with 
soft, soothing melodies designed for quieting and sedative effect 
and for a release of emotional tension. 
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For patients with trends or delusions, singing affords a means 
of group co-operation which has, in turn, a socializing influence on 
persons who are anti-social and often difficult. A well-selected 
program will sometimes awaken their old interests and gain their 
co-operation in group activity. These patients are frequently ad- 
vanced to the instrumental or to the choral group, as they are often 
alert and are less likely to be regressed than some others. 

Geriatric patients are also visited on a schedule, and it is noted 
that singing gives real joy to the aged group when the old fa- 
miliar songs are sung. They also, child-like, enjoy the variations 
and the small rhythmical instruments. 

For all these groups, the class period should not be too long, as 
interest and enthusiasm fade. Patients become restless and lose 
the good they have gained. Forty-five minutes make a fair class 
period for this activity. 

With the acute treatment group, which includes the newly-admit- 
ted patients, those who are undergoing shock therapies, postlobot- 
omy and convalescent patients, careful thought must be given to 
the program in order to make it as individual as possible. The, 
patients under this heading are treated in small groups, and all 
types of music activities should be tried, including individual and 
group efforts. Consideration should be given to the higher eul- 
tural level usually found in the admission patients and the pro- 
gram should eater to, and be geared to, this interest. With shock 
and lobotomy patients, the music should be stimulating and com- 
pelling, with action songs for small groups in order to improve at- 
tention, co-ordination and socialization. A research project has 
been carried on lately with this latter type of patient in an effort 
to prove that music can change and modify a patient’s mood, 
change the trend of thought, soothe, and relax—so it can be applied 
as a definite therapy here. 

The Musicians Emergency Association is sponsoring some ex- 
periments at Pilgrim State Hospital in an effort to be of service 
to the mentally sick and also to be in a position to recruit, select 
and place musicians for this humanitarian purpose. They are at- 
tempting to show that music should be prescribed and utilized on 
a specific therapeutic basis. Within a three-month period, a musi- 
cian, assisted by two others who were musically trained, carried 
out several experiments under the auspices of this association. 
They were: 


PART I—1950—J 
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Experiment I. Music was employed in connection with electric 
shock treatments twice a week. There were 25 to 41 patients; and 
the object was to try to determine what further benefits might be 
obtained from the controlled use of music before and after shock 
therapy. The results observed led one to the belief that music was 
an aid, as it helped to overcome patients’ fear before they were 
wheeled into the treatment room; and there was a calming and as- 
suring influence when consciousness returned. It soothed and re- 
laxed the patients, thus making it easier for them to sleep or lie 
quietly. The atmosphere of the entire ward was changed for the 
better. 


Experiment II, The object of this experiment was to find out 
what effects constructive music periods would have on the indi- 
vidual patients, who responded to and appreciated them. The pro- 
gram ranged from folk songs to concerts and symphonies played 
on the recording machine. Thirty-six patients were used as sub- 
jects: nine disturbed patients; nine regressed; nine in poor con- 
tact; and nine postlobotomy patients. Twenty-three patients were 
retained in the experiment; and definite improvements in appear- 
ance and in behavior were observed. 

Experiment III. This experiment in musie as therapy consisted 
of a series of concerts in the day-hall for about 40 patients. Rec- 
ords were used for part of the program, and selections ranged 
from popular music to light opera and popular classics. The mu- 
sician sang solos, and several numbers were sung by everyone. 
The program was conducted along the lines of music appreciation, 
with general discussion by everyone; and the type and sequence of 
the music was carefully controlled. This program was enthusi- 
astically received, and the psychological effect was observed to be 
favorable. Further experiments are still being carried on by the 
musician, who now has three assistants. 


SUMMARY 


Music has always had a definite place in the treatment effort in 
our hospitals and schools, but it should be more fully developed 
to the limits of its potentialities by obtaining the services of per- 
sons highly skilled in music. The music instructors must be ori- 
ented as to the possibilities of their contribution to the balanced 
treatment effort as part of the therapeutic team. It is observed 
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that music may be adapted for all patients at either the active or 
passive level and that all reaction types of patients gain by the ap- 
plication of music in one of its various forms. 


Music offers another opportunity for a fuller and more enjoy- 


able life in the hospital, and is another means to help the patients 
in their adjustment. 


Pilgrim State Hospital 
West Brentwood, N. Y. 








A REPORT ON RESEARCH AT THE PSYCHIATRIC INSTITUTE 1949* 


BY NOLAN D. C. LEWIS, M. D. 


During recent years the main focus of attention in the field of 
psychiatry has been on the individual in action among other human 
beings. By means of psychiatric principles, man is attempting to 
understand himself, his surroundings and some of his failures in 
adaptation. 

There are areas in this particular field that are poorly under- 
stood and it is in such places that attempts are made toward en- 
lightenment by means of intensive research. The investigator, in 
his difficult and baffling search for the causes of mental disorders, 
responds to the urge to explore the chemical composition of the 
bodily structures, to study the microscopic appearance of tissues, 
to produce various conditions experimentally in the lower animals 
and man, and to observe the clinical phenomena that characterize 
abnormal mental processes. 

The research worker in the basic sciences attempts to lay the 
foundations on which the recognition, alleviation and possible 
cure of various disorders are alone possible. It is a task which 
relatively few persons are fitted to perform as it requires a unique 
combination of optimism, faith, patience, persistence, intelligence 
and—often enough—financial and other self-sacrifices of unusual 
degree. 

The program of investigation at the New York State Psychi- 
atric Institute has been carried out as usual during the past year 
with a great deal of emphasis on the structure of patterns of be- 
havior, and on what constitutes the basis for disturbances of func- 
tion. A few of these activities will be presented briefly—and only 
sufficiently to indicate the orientation and those directions taken 
which promise to yield important results. 


BIOCHEMISTRY 


The research aims in biochemistry were directed, as in past 
years, mainly toward two major investigations, namely, the study 
of lipid chemistry and metabolism, under the direction of Dr. War- 
ren M. Sperry, and the study of the metabolism of certain amino 
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acids, particularly glutamic acid and phenylalanine, under the di- 
rection of Dr. Heinrich Waelsch. In addition, Dr. Alexander 
Geiger continued investigating brain metabolism with the aid of 
his perfusion technique, which has been described in previous 
reports. 

The quantitative studies of brain lipids were continued during 
the first part of the year. It was shown conclusively, and so re- 
ported to the American Society of Biological Chemists, that there 
are no differences in lipid composition between male and female 
rat brains, such as kave been reported by another investigator to 
oceur. The results appeared to show changes in the lipid phos- 
phorus-choline ratio with increasing age in the 60 to 160-day range, 
but it will require more determinations in younger and older rats 
before the findings can be established with certainty. The study 
was interrupted temporarily so that an investigation of acetoacetic 
acid metabolism in the brain could be undertaken. 

Acetoacetic acid is an important metabolite of fatty acids; it is 
formed in large quantities under certain conditions, particularly 
diabetes, in which the normal oxidation of glucose is depressed. 
Since brain function does not appear to be inhibited in the diabetic 
animal, it is of evident interest and importance to know whether 
the intact brain is able to oxidize acetoacetic acid and its metabolic 
produects—beta-hydroxybutyrie acid and acetone. There is little 
information on this question. It appeared to be a relatively simple 
matter to obtain a decisive answer with the perfusion technique, 
and, during the year, Dr. Sperry undertook a study of the prob- 
lem in collaboration with Dr. Geiger. A serious difficulty was en- 
countered; none of the several published quantitative methods, 
which were tried, was found to be sufficiently accurate for the es- 
sential determination of acetoacetic acid and its metabolic prod- 
ucts in the perfusing fluid and brain tissue. Consequently, it was 
necessary to spend a great deal of time in attempts to improve one 
of these methods before the problem could be attacked. Some evi- 
dence was obtained that acetoacetic acid can penetrate from the 
blood into the brain. 

Another approach to the problem has recently been undertaken. 
In collaboration with Mr. T. Duane Price of the department of bio- 
chemistry, College of Physicians and Surgeons, Columbia Univer- 
sity, it is planned to add acetoacetic acid, labeled with radioactive 
carbon, to the perfusing fluid, and to examine the carbon dioxide 
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present in the fluid which has passed through the brain for radio- 
activity. A positive result under adequately controlled conditions 
would provide definite proof of the oxidation of acetoacetic acid 
by the brain. Such a result was obtained in the one experiment 
that could be carried out so far, but the possibility was not ruled 
out that the reaction occurred in the perfusion fluid and not in the 
brain. 

About 13 years ago Dr. Sperry obtained evidence which indi- 
cated that each person, under normal conditions, maintains a con- 
stitutional level of cholesterol in his blood serum within rela- 
tively small limits of variation. Recently, other investigators have 
reported, in conflict with this concept, that the cholesterol concen- 
tration increases to a marked degree with increasing age. This 
matter is of considerable importance in its possible relation to the 
etiology of atherosclerosis. Hence, during the year, cholesterol 
determinations were repeated in as many of the subjects of the 
earlier study as could be found. The results indicate that in most 
of the males little or no change had occurred during the 13 or 14 
years since the first study; but in most of the females the choles- 
terol level had increased. Unfortunately, the number of subjects 
available for this study is too small to justify far-reaching con- 
clusions, beyond the statement that there is no obligatory increase 
in serum cholesterol concentration with increasing age in males. 

Dr. Heinrich Waelsch and his staff concluded their study of the 
effect of glutamic acid in a group of about 70 children with low 
intelligence quotients in the range of 30 to 55. A statistical analy- 
sis of the data showed that about one-fourth of the subjects had 
manifested a significant gain in mental performance following glu- 
tamic acid administration. A similar study, in collaboration with 
Dr. Jervis, at Letchworth Village is still under way. 

In the laboratory the study of glutamic acid metabolism was 
pursued in several directions. The study of tolerance curves for 
glutamic acid in normal and epileptic human subjects was con- 
cluded. No differences were observed. 

The concentration of glutamic acid and glutamine in the brain 
and other tissues of adult rats, mice, rabbits, cats, cattle, dogs, 
and pigeons was determined by a modification of the micro method, 
described in previous reports. It was found that, in all the species 
studied, the brain contains a higher concentration of free glutamic 
acid than does any other organ. The amount in the brain is about 
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twice, and—together with glutamine—three times the glucose con- 
tent. This finding emphasizes the importance of glutamic acid in 
brain metabolism. 

The concentration of glutamic acid and glutamine was also de- 
termined in the brain and other tissues of rats during the period 
of early development, from birth to the end of myelination. It 
was found that at birth the brain contains equal and large amounts 
of glutamic acid and glutamine, and that during development the 
glutamine concentration decreases to the adult level. 

A comparative study of the uptake of glutamic acid and gluta- 
mine in the tissues of rats and mice after intravenous injection 
of these amino acids showed that glutamic acid does not enter the 
brain at all, while glutamine penetrates to some extent. Both 
amino acids enter the liver, but glutamine penetrates to a much 
greater extent than does the parent amino acid. 

The foregoing findings on glutamic acid metabolism were pre- 
sented before the American Society of Biological Chemists and 
summarized in an article published in the Lancet, July 2, 1949, p. 1. 

Another approach to the study of glutamic acid metabolism in 
the brain was made possible by the perfusion technique of Dr. 
Geiger. Samples of brain cortical tissue were excised at differ- 
ent times, during perfusion under various conditions, and analyzed 
for glutamic acid, glutamine, and total amino acids. Although the 
variations in these components have not followed an entirely con- 
sistent pattern in the experiments conducted so far, it appears at 
present that degradation of brain protein may be an important 
factor in certain pathological conditions, such as metrazol con- 
vulsion. 

During the year a new enzyme system was discovered. This 
group of enzymes catalyzes the exchange of the amide group of 
glutamine or asparagine with other nitrogenous compounds, such 
as hydroxylamine. This finding, which was presented before the 
American Chemical Society, promises to clarify the unknown func- 
tion of these amides in metabolism. 

The development of a method for the microbiological determina- 
tion of both isomers of phenylalanine in the blood plasma was con- 
cluded and the procedure was published in the Journal of Biologi- 
cal Chemistry, 181 :273, 1949. The method was applied to the de- 
termination of phenylalanine in about 15 phenylpyruvie oligo- 
phrenic patients. Remarkably constant concentrations of about 








132 A REPORT ON RESEARCH AT THE PSYCHIATRIC INSTITUTE 1949 


28 to 36 mg. per 100 ml. were found, as contrasted with about 1 
mg. per 100 ml. in normal subjects. No trace of the D-isomer was 
found in any of the plasmas tested. The mental performance of 
these subjects, as measured on the Binet scale, varied from below 
10 to 50. Evidently, there was no relationship between the intelli- 
gence quotient and the phenylalanine concentration of the plasma. 
This finding is inconsistent with the assertion, made by others, that 
there is a relationship between mental performance and the degree 
of disturbance of phenylalanine metabolism. 

In collaboration with Dr. George Jervis of Letchworth Village, 
an investigation of the tolerance of phenlypyruvic oligophrenic 
patients for phenylalanine is being carried out. 

Dr. Waelsch’s investigations have been aided during the year by 
grants totaling approximately $24,000 from the Rockefeller Foun- 
dation, New York Foundation, National Vitamin Foundation, U. 8S. 
Public Health Service, and the Thirty-third Degree Scottish Rite 
Research Fund. 

Dr. Geiger, who is on leave of absence from the Hebrew Univer- 
sity of Jerusalem, was able to continue his investigations at the 
Institute throughout the year, under the support of a fellowship 
granted by the Division of Research Grants and Fellowships of 
the United States Public Health Service, and the collaboration of 
Dr. Reginald Taylor, of the Psychiatric Institute’s department of 
experimental psychiatry. 

The procedure for perfusion of the brain in living cats was im- 
proved by standardizing the preparation of the perfusing fluid. 
Exhaustively-washed bovine blood corpuscles were suspended in a 
Krebs-Ringer solution containing 7 per cent bovine serum albumin, 
(0.2 per cent glucose, and penicillin. This preparation had no vaso- 
constrictive properties. When perfused with this fluid, the brain 
showed an increase in metabolism during the first 8 to 12 minutes 
to a much higher level than was observed with the whole blood 
used previously. This high rate of metabolism was maintained 
for about 30 to 45 minutes. 

The primary objective of the work carried out during the past 
year was an evaluation of the relationship between physiological 
and metabolic activities. It was found that when the brain was 
stimulated by metrazol at a time when its resting metabolism was 
high, there was no increase in oxidative metabolism, despite a 
marked increase in physiological activity as indicated by the elec- 
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tro-encephalogram and by convulsions. This result is in contrast 
to the earlier finding that metrazol causes a marked increase in 
oxidative metabolism when the resting metabolism is compara- 
tively low. Present findings indicate that the oxidative metabolism 
of the brain is to some extent independent of its physiological 
activity. 

Studies of the permeability of the brain to glucose were carried 
out by simultaneous analyses of the perfusing fluid and of biopsy 
samples of cortical tissue. It was found that during metrazol con- 
vulsions the brain was impermeable to glucose. It was also found 
that the permeability to glucose gradually decreased as perfusion 
with the purified fluid was continued. The fact that in both in- 
stances the decreased permeability was coincident with a high 
metabolic rate suggests a relationship between the two. Lactic 
acid was observed to accumulate in large quantities in the brain 
during periods when the permeability to glucose was inhibited. 

The studies of fructose metabolism in the brain were concluded. 
The results indicated that the brain was unable to burn fructose 
even under the following extreme conditions: A high level (1.2 to 
2.0 per cent) of fructose was maintained in the circulating blood 
of narcotized cats for an hour or more during the operation. Con- 
siderable amounts (60 to 100 mg. per 100 gm.) penetrated the 
brain. The normal blood circulation was then switched over to 
perfusion with a glucose-free fluid, which contained 100 mg. of 
fructose per 100 ml. 


INTERNAL MEDICINE 


As a continuation of the studies regarding glutamine, which have 
been carried out by Dr. Meyer M. Harris of the institute’s depart- 
ment of internal medicine during the past several years, various 
factors affecting the level of glutamine in the blood were investi- 
gated. In animal experiments it was found that after the intra- 
venous administration of several amino acids glycine, beta-alanine 
and di-alanine, the last mentioned amino acid produced a most 
marked increase in the level of glutamine in the blood. It was sug- 
gested that since in the process of transamination glutamic acid 
plus pyruvic acid yields alanine plus ketoglutaric acid, the admin- 
istration of large doses of alanine may tend to block this reaction 
and thus favor amidation, resulting in the formation of glutamine. 

In animal and human experiments it was found that the adminis- 
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tration of sodium benzoate resulted in a depression of the level of 
glutamine in the blood. Since rabbit and man use different modes 
of detoxifying benzoic acid, the depression of the level of gluta- 
mine is produced irrespective of the mode of detoxification. 

The results of these findings were published in two papers in 
the Proceedings of the Society for Experimental Biology and 
Medicine, 71 :624 and 628, 1949. It is planned to apply the findings 
to certain clinical conditions. 

It has been asserted that the administration of glycine (amino- 
acetic acid) increases the effectiveness of insulin in lowering the 
blood sugar. A number of experiments were carried out in rab- 
bits and on mental patients receiving insulin hypoglycemic ther- 
apy, to determine whether any synergistic action would result. 
The findings thus far have been inconclusive regarding any syner- 
gistic effects such as those reported in the literature. 

Some claims have been made that certain types of mental pa- 
tients show evidence of Gisturbance in adrenal cortical function. 
To obtain further information regarding this problem, the urinary 
excretions by male patients, during the day and night, of neutral 
17-ketosteroids, reducing lipids (11-oxycorticosterones), and es- 
trogens were determined by quantitative chemical methods. We 
have been able to confirm that there is a marked difference between 
the rate of excretion of the day and night periods, the rate usu- 
ally being highest during the morning period. However, on some 
days this was reversed. It has been held that these changes are re- 
lated to the clinical states of the patient. In our series of patients, 
who were studied daily over a period of two or more weeks, these 
changes were not related to any apparent changes in the clinical 
condition. Furthermore, the rates of excretion of the “neutral 
17-ketosteroids,” reducing lipids (11-oxycorticosterones), and es- 
trogens did not necessarily parallel each other. Since some of the 
steroids have anabolic and others have katabolic effects, it is pos- 
sible that the differences in rate of excretion may reflect changes 
in the metabolic needs of the organism. A study of the rate of 
uric acid excretion, which has been shown experimentally to be in- 
creased by 11-oxycorticosterones, tended in general, with some ex- 
ceptions, to support such a relationship. 

Since histamine and adrenalin are known to stimulate the pit- 
uitary adrenal system, the effect of the administration of these 
pharmacologic agents on the excretion of the steroids was investi- 
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gated. In the doses which were employed no certain effect was ob- 
served. Whether this represents resistance to these substances on 
the part of the patients will require further investigation. 


Studies were carried out regarding some of the chemical meth- 
ods, now in the literature, for the quantitative chemical determina- 
tion of adrenalin in the blood. These were found to be unreliable. 
This has been the experience of som. >ther investigators according 
to some recent reports. Work is now in progress on quantitative 
biological methods. 


BACTERIOLOGY 


The principal research project of the institute’s department of 
bacteriology continues to be the experimental production of epi- 
lepsy in rhesus monkeys and a study of the underlying mechanism 
responsible for convulsive reactivity. 

Dr. Nicholas Kopeloff and staff have studied the effect of ex- 
tensive or complete corpus callosum section in monkeys in which 
the application of alumina cream to one pre-central motor cortex 
preceded or followed section. Section of the corpus callosum 
either before or after the application of alumina cream caused the 
complete restriction of subsequent seizures to the contralateral 
side. The resulting unilateral attacks were considerably more se- 
vere and more easily elicited than those observed in a large con- 
trol series of unsectioned “epileptic” monkeys. Section of the 
corpus callosum after bilateral seizures had been established 
caused contralateral status epilepticus in three of four monkeys, 
while section of the corpus callosum prior to the application of 
alumina cream to one cortex resulted in easily elicited contralat- 
eral seizures but not in status epilepticus. Section of the corpus 
callosum did not completely inhibit the spread of abnormal electri- 
cal impulses to the side opposite the focus. This work was accom- 
plished through collaboration with Drs. M. A. Kennard, B. L. 
Pacella, and J. G. Chusid, as was the following study on ablation. 

It was found that subtotal ablation of the pre-central motor cor- 
tex on one or both sides did not inhibit the subsequent development 
of recurrent convulsive seizures or EEG abnormalities following 
the application of alumina cream to an ablated site or the adja- 
cent cortex. In two additional monkeys with well-established seiz- 
ures the ablation of cortical tissue underlying the alumina cream 
dise, and including portions of adjacent cortex, caused only a tem- 
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porary diminution of EEG abnormality and suppression of clinical 
seizures for seven months and one year respectively. In the first 
of these two, seizures recurred for 13 months thereafter. It was 
noted that, in the ablated sites, residual areas of gray substance 
were present at postmortem examination, 

In a further investigation of the role of the contralateral motor 
cortex in the intensification of epilepsy in the monkey, it was found 
—in collaboration with Drs. Pacella and Chusid—that subtotal 
ablation of one pre-central motor cortex eight days after the appli- 
cation of a dise containing alumina cream to the contralateral 
homologous area resulted, after one month, in unilateral status 
epilepticus. The application of alumina cream to a previously 
ablated pre-central motor area, followed, after nine to 18 months, 
by a second application to the untreated contralateral pre-central 
motor cortex induced bilateral status epilepticus. Treatment of the 
pre-central motor cortex with dises containing “non-epileptogenic” 
substances, followed after a long interval by an application of 
alumina cream to the contralateral pre-central motor cortex, caused 
a significant increase in the incidence of status epilepticus. 

The injection of alumina cream, by means of the Horsley-Clarke 
apparatus, into various areas of the brain—in collaboration with 
Drs. Whittier, Pacella and Fred Mettler—has yielded some very 
interesting results, some positive and some negative, which are at 
present being prepared for publication. 

Recently the bacteriology laboratory reported: “a delayed 
chronic inflammatory reaction at an antigen depot in ihe guinea 
pig, effected by systemic sensitization.” This was accomplished 
by the “simultaneous injection of an antigen-adjuvant emulsion 
with or without killed tubercle bacilli into the nuchal region, and 
of the same antigen without adjuvants into the hind foot. Normal 
rabbit serum, normal horse serum, rabbit and anti-rat organ anti- 
serums, therapeutic horse serum preparations, and crystalline 
chicken ovalbumin served as effective antigens. A chronic arth- 
ritic deformity of the foot followed the acute phase. The presence 
of killed tubercle bacilli in the antigen-adjuvant mixture enhanced 
the subsequent inflammatory response. It would appear that this 
phenomena is an antigen-antibody reaction at a second depot of 
antigen, in which sensitivity of the tuberculin type may play a sig- 
nificant role. It is suggested that the mechanism responsible for 








NOLAN D. C. LEWIS, M. D. 137 


the production of experimental allergic encephalomyelitis may be 
similar in nature to that involved in the local reaction described 
above.” 


NEUROPATHOLOGY 


In the department of neuropathology, Dr. A. Ferraro and staff 
continued the study of experimental allergic encephalomyelitis 
with two main objects in mind: (a) attempts at preventing the de- 
velopment of the allergic encephalomyelitis by “deflection” and by 
desensitization of the animals and (b) attempts at isolation of the 
brain antigen responsible for the production of the experimental 
encephalomyelitis. 

The encouraging results indicate that of a total of 151 animals 
protected by previous injections of normal brain tissue, 76 ani- 
mals survived (50.3 per cent), and 75 died (49.7 per cent), whereas, 
of the total of 160 control animals, only 37 survived (23.13 per 
cent) and 123 died (76.87 per cent). 

In one group of experiments, combined acetone and ether ex- 
tracts were employed for the preparation of the disease-producing 
emulsions and, in a second group, only the ether extract. In both 
instances the injected emulsion precipitated in a few animals an 
encephalomyelitic process. These experiments indicate that the 
acetone plus ether extracts (composed mostly of neutral fats, 
fatty acids, cholesterol and cholesterol esters and phospholipids) 
and the ether extracts (composed mostly of phospholipids) contain 
at least some of the encephalomyelitis-producing agent. 

In a second group of experiments, the residue obtained after 
separate extractions with acetone, ether and alcohol, was incor- 
porated in the precipitating emulsion. This last group, as com- 
pared with the lipid fraction groups, disclosed the chavacteristic 
symptoms of encephalomyelitis. Therefore it appears that the re- 
sidue, consisting mostly of the protein components, is more anti- 
genic than the lipid fractions of the brain. This finding agrees 
with the report of Bell, Wright and Habel who have succeeded in 
locating the factor causing the allergic encephalomyelitis related 
to anti-rabies vaccination in the protein residue of the brain. 

In relation to the fact that some of these fractions may be formed 
in the intestine, experiments aiming to extract lipid and protein 
fractions from the intestine and intestinal content of animals are 
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under way. It is hoped that such investigations may indicate some 
new etiopathogenetic mechanisms in the production of demyelinat- 
ing diseases in humans, 

Attempts at the treatment of mental disorders with suspension 
of electric-shocked brain were initiated last year following Dr. Fer- 
raro’s personal interview with Prof. Cerletti at the Neuropsychi- 
atric Clinic in Rome and were continued with the help of a grant 
from the Scottish Rite Masons and the co-operation of the insti- 
tute’s department of clinical psychiatry. Prior to, during, and 
following the completion of the treatment the “tonus” of the neuro- 
vegetative system was tested with pharmacodynamic drags. 

This treatment with “acroagonines” was applied to a group of 
25 patients with various mental disorders. The results, in the 
group of patients studied, are completely negative as far as bene- 
ficial therapeutic effects of the shocked and normal brain suspen- 
sions are concerned. Three of the treated patients disclosed dur- 
ing the treatment, local (one patient) and general (two patients) 
allergic reactions. 

The effects of intravenous infusions of ether in 5 per cent glu- 
cose, in isotonic solution, in psychoses with depressive features 
have been observed. The rationale of this new treatment, the tech- 
nical procedure and the very encouraging therapeutic results were 
presented in detail during a scientific session of a bimonthly con- 
ference of the New York State Department of Mental Hygiene 
(December 14, 1949). To summarize: Four groups of patients, con- 
sisting of eight manic-depressives, 19 involutionel psychotics, eight 
schizophrenics, and five of a mixed group were treated. Of the 
manic-depressives, seven patients were placed on convalescent 
eare. Of the involutional psychotics, seven patients were placed on 
convalescent care and eight others were benefited. Of the sehizo- 
phrenics, three patients were placed on convalescent care and two 
others were benefited. Of the mixed group, three patients were 
placed on convalescent care and one other patient was benefited. 
In conclusion: Of a total of 40 patients treated, 20 patients (50 per 
cent) have been discharged from the hospital on convalescent care, 
and 11 others (27.5 per cent) have benefited. That is, 31 patients 
have improved under this new form of ether therapy, whereas 
nine patients (22.5 per cent) were unimproved. 
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MEDICAL GENETICS 


Satisfactory progress has been made in the management of the 
various twin research projects, which have been organized by the 
institute’s department of medical genetics, under the direction of 
Dr, F. J. Kallmann. During the current year, the emphasis, in re- 
search activities, has been on a detailed analysis of the differential 
taint distribution observable in the twin partners, parents and 
siblings of a consecutive series of twin patients, who are known to 
have been affected by a schizophrenic, manic-depressive, involu- 
tional, or senile type of psychosis. A comprehensive report on 
the genetic and social aspects of this analysis, which required con- 
tinuous observation of a total of 6,115 adult persons distinguished 
by close consanguinity to an unselected sample of hospitalized psy- 
chotic cases, has been prepared for presentation at the Interna- 
tional Congress of Psychiatry to be held in Paris in September 
1950. The comparative data, obtained from this series of over 
1,200 complete twin family units in relation to problems of mar- 
riage and reproductivity, are being presented at two special sym- 
posia on marriage, which have been organized for the 1950 annual 
meetings of the American Psychiatric Association and the Na- 
tional Council on Family Relations. 

Of particular clinical interest, has been the observation that 
schizophrenia and manic-depressive psychosis do not occur, either 
concurrently or alternatingly in the same family unit, if a consist- 
ent system of diagnostic classification is used—and especially if 
the classification of schizophrenia is sufficiently extended to in- 
clude the apparently periodic and pseudoneurotic types of psycho- 
sis that show a tendency toward personality disintegration. The 
inference has been drawn, therefore, that the two reaction syn- 
dromes are genetically specific and distinct disease entities, which 
are neither interchangeable nor somehow complementary in their 
basic genetic components. The principal genetic affinity of invo- 
lutional psychoses with depressive features seems to be to the 
group of schizoid personality traits, implying at least indirect re- 
lationship to the schizophrenic disease entity, rather than to that 
of the manic-depressive psychosis. 

The collection of comparative clinical data on mentally defec- 
tive, psychopathic, senescent and tuberculous twin family units has 
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been continued throughout the year. The work of a special re- 
search unit of the department has been devoted to the study of 
male twin pairs with homosexual histories. 


PsyYCHOLOGY 


Most of the activity of the Psychiatric Institute’s department 
of psychology under Dr. Carney Landis, has been devoted during 
the year to the brain research project. The delay in completion of 
the operating room here at the Psychiatric Institute necessitated 
many changes in the research program which had been planned. 
It had been hoped that psychological measurements of various 
mental functions could be made two or three times before opera- 
tion and then repeated at intervals for at least a year after psy- 
chosurgery. The pre-operative examinations were all carried 
through in rather elaborate detail. 

The follow-up studies which have been done on the patients who 
were studied in the first Columbia-Greystone project have demon- 
strated several rather interesting psychological findings. 

(1) The patients who have been out of the hospitai continu- 
ously following parole are not distinguished by any common fac- 
tor in diagnosis, age, sex, type of onset of illness, duration of ill- 
ness or type of psychosurgery employed. 

(2) The changes in psychological function, whether gains or 
losses, which were shown by the patients during the first month 
and one-half following surgery proved to be transient and are 
considered to be due to the immediate effects of the operation. 

(3) The permanent changes which occurred in the patients 
whose symptoms were ameliorated are those which are indicative 
of loss of psychosis. 

(4) Psychological evidence indicates that psychosurgery is a 
nonspecific therapeutic approach which does not damage in any 
permanent fashion any of the psychologically-measurable functions 
and which, when successful, results in an amelioration from 
psychosis. 

(5) Why patients fail to recover from psychosis following psy- 
chosurgery is quite as important as the nature of the recovery in 
the successful cases. No regularly indicative criteria have been 
found which will indicate whether any particular patient will re- 
spond or fail to respond to psychosurgery. This is further com- 
plicated by the fact that a certain number of patients show an os- 
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cillation in freedom from psychosis following brain operation. 
Some of them have more or less protracted returns of the psychotic 
symptoms, which cause them to be readmitted to the hospitals. We 
have been unable to find just what circumstances are responsible 
for this oscillation. 

(6) The working hypothesis at present for psychological inves- 
tigation with respect to psychosurgery is that it represents a non- 
specific type of therapy which is effective in patients who have 
what might be termed a relatively high potentiality for recovery. 
Investigation is going on to ascertain what, if any, criteria can be 
evolved for the establishment of indicators of this potentiality for 
recovery. 

Dr. Zubin has been collaborating with the staff of the institute’s 
psychoanalytic clinic in the selection of students to be accepted for 
training. He has been attempting to correlate various sorts of 
psychological indicators, and of measuring instruments, with the 
successful progress of the students in psychoanalytic training. 
This is, we believe, the first attempt which has been made in psy- 
chiatric training to apply psychological measurements to the selec- 
tion of postgraduate students. 


ResEARCH PsyCHIATRY 


The workers in the institute department of research psychiatry 
have also been active in the brain research project. This project 
seeks to clarify what kind of neurosurgical procedure is most fit- 
ting for what type of psychiatric disorder. The brain research 
project is utilizing patients from Rockland State Hospital at 
Orangeburg, N. Y. and from the Psychiatric Institute. When a 
sufficient number of patients have been examined pre-operatively 
and post-operatively, the efficacy of these neurosurgical procedures 
in psychiatry will be evaluated, and the relationship of frontal 
lobotomy to other psychiatric treatments considered; and, finally, 
if possible, a theory of its action on the human brain in relation 
to mental disease will be formulated. This work is being done by 
Dr. Paul Hoch in collaboration with Dr. James P. Cattell, Dr. 
Harry H. Pennes, and Dr. Gilbert H. Glaser. 

Selected patients in the Psychiatric Institute underwent the 
transorbital form of lobotomy to determine how effective this 
method of treatment is, and how it compares with the more ex- 
tensive surgical procedures. Based upon the transorbital-lobotomy 
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technique, a new approach was outlined to block certain functional 
areas or pathways in the brain by introducing chemical substances 
which do not destroy the brain tissue, but merely block transmis- 
sion of impulses. Experiments on monkeys are completed and this 
method of pathway blocking will soon be used on humans also. 

Research investigations on patients suffering from intractable 
pain are being continued. These patients undergo unilateral or 
bilateral prefrontal lobotcmy, with the surgery done by Dr. John 
Scarff of the staff of the New York Neurological Institute. Be- 
sides practical problems in the elimination of pain, these opera- 
tions have theoretical significance. Some of the mechanisms of 
detaching a patient from his pain-experience are very similar to 
observations made on mental patients in “detaching” them from 
their mental symptomatology. The question of brain damage due 
to lobotomy can also be studied in these patients, and the impair- 
ment of function after operation can be compared with the impair- 
ment seen in mental patients. As the patients who undergo oper- 
ations for intractable pain do not suffer from mental disorder, the 
damaging effect from an operation can be seen in a much clearer 
way than in patients in whom mental symptomatology is present. 
Moreover, the extent of damage suffered from unilateral lobotomy 
can be compared with bilateral lobotomy effects. 


Within the framework of the brain research project, the follow- 
ing two special investigations are being made under the overall 
supervision of Dr. Paul Hoch. 


(1) Intensive psychodynamic studies are under way on five 
patients who have undergone frontal topectomy. All are in good 
contact and accessible to psychodynamic investigation which was 
carried out for many months before operation and which will con- 
tinue for a period of years after operation. A clinical study of 
associations, thinking processes, dreams, estimate of self, emo- 
tional responses to therapist and environment, meaning and de- 
velopment of symptoms and subjective feelings about the opera- 
tion were included. 


(2) Psychogalvanic reflex reactivity has been studied in a 
group of early schizophrenic patients undergoing psychosurgery. 
Measurements of reflex response have been made both pre- and 
post-topectomy and the changes have been correlated with the 
clinical response to operation. 
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During the last four months of 1949 there has been investiga- 
tion of the effects of adrenocorticotropic hormone (ACTH— 
Armour) in the treatment of patients with schizophrenia. This is 
an attempt to evaluate further the relationship between adrenal 
cortical activity and the schizophrenic state. Several patients have 
been treated thus far, and concomitant metabolic and electro- 
encephalographic studies have been made. 

In association with this work, psychiatric and electro-encephalo- 
graphic changes have been observed and studied in patients with 
arthritis and other medical illnesses treated with ACTH on the 
medical services of Presbyterian Hospital. The effect of ACTH 
on brain metabolism, as determined by histochemical, biochemical, 
and brain perfusion techniques, is being studied in collaboration 
with the departments of neuropathology and biochemistry of the 
institute. 

Investigations were made with different drugs such as mesca- 
line, phenurone, pervitin, and others to produce abnormal mental 
states experimentally. These drug-produced mental states are 
compared with mental states seen in schizophrenia. Their struc- 
ture is studied, and different treatment methods are used on them. 
Very significant information was obtained as to how far such 
drugs are able to bring out latent tendencies, and as to how much 
in these abnormal states is due to the toxic effect of the drug, and 
how much is due to personality structure. This material is now 
compiled and will soon be ready for publication. 

During the past year, the study of the “glissando” technique in 
electric shock treatment has been continued by the workers in clin- 
ical psychiatry. A fully satisfactory technique of introducing the 
seizure slowly has not been satisfactorily worked out as yet. How- 
ever, in the majority of patients, the onset of this seizure seems to 
be definitely more gradual with the lessened initial jolt. In cer- 
tain patients, a secondary sudden forceful muscular contraction 
occurs which may result in fracture. Improvement in the mechani- 
eal apparatus that allows for a gradually increasing current has 
afforded the opportunity to experiment with longer periods in 
which the current is introduced, thus allowing for a more gradual 
onset before the actual convulsion takes place. It has been found 
that patients do not feel the treatment despite the fact that the 
current has been slowly increased over one and one-half seconds, 
whereas, when this work was started—with a poorer mechanical 
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device—some patients complained of a disagreeable sensation dur- 
ing the treatment. It is now hoped that by introducing the current 
even more slowly, over two to three seconds, the sudden forceful 
contractions occurring in some patients can be avoided. 

At present a series of about 300 patients is being collected to as- 
certain whether the incidence of vertebral fractures is less than in 
a similar number treated before introduction of the “glissando” 
technique. There have been no fractures of the long bones at this 
hospital but it is known that other workers using this apparatus 
have encountered long-bone fractures despite the “glissando” 
method. 

An effort is constantly being made to utilize some means to neu- 
tralize the severe anxiety observed in many neurotic and psychotic 
patients. The problem of anxiety is still far from solution. Dr. 
Phillip Polatin, in co-operation with Dr. J. Lewis Amster, has 
treated four patients who had marked anxiety with sphenopalatine 
ganglion block, by the topical application of a local anesthetic, 
through the nose by a tampon, to the sphenopalatine ganglion. 
This was done to interrupt autonomic pathways in an effort to neu- 
tralize acute anxiety in the neurotic and psychotic patient. No ul- 
timate favorable effects were observed, although three of the pa- 
tients reported an immediate relaxing effect, which was not sus- 
tained. A larger series of more acute anxiety reactions, with the 
application of this technique for four or five consecutive treatments 
to afford a better evaluation, should be studied. 

Patients undergoing the transorbital lobotomy type of psycho- 
surgery totaled 12 during the past year. This procedure is of an 
extremely simple type, involving the use of three electric shock 
convulsions as the anesthetic of choice. In 11 of these patients, 
where only slight cuts were made, the immediate effects, although 
favorable to some degree, were not unlike those which might be 
obtained with electric shock therapy. The ultimate effects in these 
11 patients were unfavorable. In other words, transorbital lobot- 
omy did not favorably influence 11 of the 12 patients. In the 
twelfth patient, the technique of transorbital lobotomy was modi- 
fied by making a much wider cut. This patient showed an organic 
syndrome following the operation. It gradually cleared, anxiety 
diminished, and she was very much improved mentally. 

Dr. Lawrence Poole has utilized a new technique in psycho- 
surgery which he calls a “circumsection.” He does not remove the 
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cortical tissue of Brodmann’s areas 9 and 10, but merely makes a 
wide incision around these areas, cutting the fibers without remov- 
ing the tissue. Three female schizophrenic patients, all of whom 
had had previous transorbital lobotomies, were utilized in Dr. 
Poole’s operation. One showed no favorable change. The second 
showed moderate improvement in mental condition, and the third 
made a very good recovery. 

Dr. Polatin, in co-operation with Dr. Gilbert Glaser, adminis- 
tered the adrenocorticotropic hormone (ACTH) to two patients 
with depression to determine whether it had any euphorizing ef- 
fects, since ACTH is reported to produce euphoria in patients suf- 
fering from chronic deforming arthritis. This drug was employed 
for about two weeks. It was observed that the patients manifested 
a marked increase in weight which was due entirely to water re- 
tention. They were extremely uncomfortable physically and 
showed no improvement in their mental states. When the drug 
Was discontinued, the excess amount of fluid was eliminated and 
the patients lost weight, reverting to their previous physical con- 
ditions. At no time did the drug show any euphorizing effects. 
ACTH was then used in a patient suffering from a very severe 
schizophrenic picture, with marked withdrawal symptoms, ideas 
of reference, paranoid delusions and auditory hallucinations. 
After two weeks of treatment, it was found that the patient had 
developed a severe dermatitis covering the entire body and that, 
concomitantly, her mental condition had become worse, with cata- 
tonic stupor and active auditory hallucinations. When the drug 
was withdrawn, the skin manifestations cleared, and the mental 
condition improved to the status prior to the drug’s administra- 
tion. 


SoctaL SERVICE 


The social service staff has collaborated with other departments 
of the institute during the year on two new projects: One of these 
is a comprehensive study of one family of two living parents and 
five siblings. Three of the siblings have required either out-patient 
or hospital treatment. One is definitely schizophrenic; the other 
two are believed to be “schizoid personalities” with neurotic mani- 
festations originally shown by anxiety, fears and depression in 
social and sexual areas. At no time, however, has there been any 
clinical evidence of psychctic behavior in these two siblings. So- 








146 A REPORT ON RESEARCH AT THE PSYCHIATRIC INSTITUTE 1949 


cial service is obtaining as complete data as possible, through per- 
sonal interviews with the “healthy” family members to evaluate 
—both qualitatively and quantitatively—whether, or to what ex- 
tent and in what way, they differ from the three siblings who be- 
came ill. The hypothesis under study is: When one member of a 
family is unquestionably schizophrenic, it can be presumed that 
the others are basically schizophrenic also, differing only in the 
quantity of their anxiety and their devices for handling it. 

The second project has been carried in the male service under 
guidance of Dr. William Horwitz with the direct assistance of Dr. 
Irving Harrison. This study concerns formerly hospitalized male 
patients, diagnosed as manic-depressivies, whose admixture of 
symptoms at the time of admission stimulated interest in diag- 
nostic follow-up procedures. Social service has assisted in finding 
and interviewing these patients in addition to the physician’s in- 
terview, to ascertain the quality of their social adjustment. One 
student’s research project has been concerned with a comparative 
study of this problem on a selected number of these patients. 

Other research by the social service staff has included the full 
time of a psychiatric social worker loaned to Dr. Heinrich Waelsch 
in his study of the effects of glutamic acid in experimental treat- 
ment of retarded school children and young adults. The social 
worker has centered attention upon interviews with mothers, in 
reporting developmental history and parental attitudes, and with 
patients and teachers, in making comparative observational re- 
ports. This project closed at the end of December 1949, and is a 
report of social service findings, now completed, for compilation 
with Dr. Waelsch’s study. 

Six projects have been so far received from students in social 
work during the year, in partial fulfillment of their requirements 
for masters’ degrees. All subjects selected have grown out of the 
student’s interest—usually stimulated by his field-training experi- 
ence. Five projects focused upon some aspect of child treatment— 
the first two made in conjunction with research interests of Dr. 
Margaret S. Mahler. They are: (1) a review of case work services 
to five mothers of children treated for conditions diagnosed as tic 
syndrome; (2) an analysis of the gross emotional maladjustments 
in the parents of 10 schizophrenic boys and the effects of these mal- 
adjustments in the development of the psychoses of the children; 
(3) problems which arose around the hospitalization of 33 mothers 
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of young children at the New York State Psychiatric Institute; 
(4) social case work with eight mothers of children hospitalized 
with the diagnosis of primary behavior disorder; and (5) exam- 
ination of status at discharge, and follow-ups, of nine children, all 
of whom were treated by the same psychiatrist when hospitalized 
at the institute. 

One project, the use of the Rorschach in evaluating emotional 
change, was completed in collaboration with Dr. Piotrowski’s re- 
search on the Rorschach re-check of former adult patients previ- 
ously treated. 


In this brief account, the writer has attempted to afford a 
glimpse into the methods of approach and the types of problems 
that are foremost in the research trends of today, as tiiey appear 
in the field of mental diseases. Although progress is necessarily 
slow, because of the nature of the task that is before us, the con- 
tinued interest of the Mental Hygiene Department and the sincere 
attitude of the research workers will eventually lead to tangible 
results in prevention and treatment. 


New York State Psychiatrie Institute 
722 West 168th Street 
New York 32, N. Y. 








PROGRAM FOR A PSYCHIATRIC HOSPITAL* 


BY PAUL HAUN, M. D., Med. Se.D. 


The first problem facing an architect engaged in the design of 
a psychiatric hospital is determination of the program. Legisla- 
tures are interested in total costs, in financing plans and in results. 
The department of public works looks for economy in construction 
and for sound engineering. Officials in the department concerned 
with mental diseases want a modern hospital functionally designed 
to meet the medical needs of its patients. Often the architect is 
expected to know how all of these aims can be accomplished—with- 
out being given the hospital program in sufficient detail to allow 
him to proceed. We must remember the wisdom of the old recipe 
for rabbit stew and first catch our rabbit. 

Medically acceptable construction standards for psychiatric hos- 
pitals have never been established by the American professional 
organizations; and, with a science as rapidly progressive as the 
specialty of psychiatry, this course may well have been wise. Un- 
less standards are subject to continual review and change, they 
tend to encourage an immobilization of medical practice at a level 
which may be rapidly outgrown. Lacking an authoritative state- 
ment by the psychiatric profession, the architect has as his guide 
the advice of individual physicians and the designs of existing hos- 
pitals. Venturing out of his chosen profession, the architect can- 
not be sure that the advice he receives reflects good medical prin- 
ciples or is only the crotchet of the individual psychiatrist. Sim- 
ilarly, the design and arrangement of existing hospitals may con- 
tain anachronisms which the architect cannot recognize and which, 
under the marvelously adaptive influences of daily use, are no 
longer in the consciousness of the medical staffs operating the 
institutions. 

Psychiatry’s esoteric vocabulary makes no great contribution to 
mutual understanding. When, to this difficulty, is added a general 
lack of uniformity among hospitals as to the diagnostic categories 

*Published concurrently in THE PSYCHIATRIC QUARTERLY SUPPLEMENT and the 
Architectural Record, by arrangement with the latter publication which is including Dr. 
Haun’s paper in a special department as part of a 34-page ‘‘ Building Types Study’’ 
on mental hospitals—virtually the first attempt at such a study in the architectural 
field. The opinions expressed herein are those of the author. They do not necessarily 


reflect the official viewpoint of the Department of Mental Hygiene of the State of 
New York, which assumes no responsibility for the opinions or conclusions herein. 
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in which patients are classified, and a decided variation in the 
treatment programs upon which each relies, one ceases to be sur- 
prised at the architect’s sense of frustration in attempting to serve 
his clients well. 

A psychiatric hospital in the sense of the present discussion is 
defined as a medical institution built and maintained by public 
funds, having a full-time medical staff whose mission is to care for 
and treat patients suffering from long- and short-term illnesses 
coming within the purview of the medical specialty of psychiatry. 
It has the further social function of providing asylum for patients 
whose illnesses are reflected in behavior which society cannot or 
will not tolerate, and of treating these patients in an effort to bring 
about remissions of their disorders. Such psychiatric hospitals 
differ from general hospitals in accepting for treatment a higher 
percentage of emotional and mental disorders; from psychiatric 
institutes in providing definitive care for such patients regardless 
of the duration or severity of their illnesses; and from private 
psychiatric hospitals in terms of size, of financing and usually of 
treatment programs. 

The program summarized here for the psychiatric hospital is 
not offered as a standard for all such installations, but does repre- 
sent a co-ordinated, modern and integrated plan for the care and 
treatment of psychiatric patients. The questions it raises must 
always be answered whether or not the solutions it offers are ap- 
plicable to individual circumstances. As an example of a program 
it may well simplify the architect’s task of developing the program. 

Two initial considerations are of nuclear importance—location 
and size. It is not an exaggeration to say that no other issues will 
more directly affect the caliber of care which can be given at the 
hospital. State systems and federal agencies are having to face 
more and more directly the grim reality that rural psychiatric hos- 
pitals cannot be staffed. Custodial depositories for forgotten hu- 
manity, yes, but not hospitals. Both sky-rocketing real estate values 
and the realities of psychiatric hospital operation militate against 
urban locations for such installations. The logic of suburban sites 
with large personnel resources in the neighboring cities is ines- 
capable and such locations are being recommended with constantly 
increasing urgency. Where a choice can be made between locating a 
hospital near a city boasting a medicai school or other well-organ- 











150 PROGRAM FOR A PSYCHIATRIC HOSPITAL 


ized medical resource, and one lacking or deficient in both, prefer- 
ence should be given to the former. 

The definition of suburban should not be strained to take in the 
entire surrounding county. As a rule of thumb one should begin 
to have serious doubts, in the writer’s opinion, when the site is 
more than 10 miles from the business center of the city. Regularly- 
scheduled bus or trolley service encourages the visits of relatives, 
an important factor in successful psychiatric hospital operation, 
and aids greatly in recruitment of desirable personnel. 

The size of the site is to some degree a factor of the bed capacity 
and, the writer believes, should range from 250 to 400 acres. 
Irregular terrain is entirely suitable as long as moderately-sized 
flat areas are available, either naturally or by fill, for athletic fields 
and gardening plots. Contour variations in the land are actually 
an advantage to the architect since he is less tempted to a regi- 
mented “asylum arrangement” of buildings and is able to work out 
the complexities of service entrances, ambulance, hearse, outpatient 
and visitors’ entrances to his structures with more finesse when 
the terrain is not too flat. 

Bed capacity, the present writer believes, should range between 
an optimal 1,000 and a maximal 1,500. The law of diminishing re- 
turns, he feels, operates with iron inflexibility above the latter 
figure. Unit costs begin to rise if standards of care comparable to 
those of the 1,000-bed and 1,500-bed hospital are maintained; ad- 
ministrative problems begin a cycle of geometric progression; staff 
morale deteriorates; patients blur intc anonymous tallies on a sta- 
tistical report; and medical care begins to lose its professional 
identity. Below 1,000 beds, unit costs start up again; diagnostic 
classification of patients into groups of appropriate size becomes 
progressively more difficult; specialized professional talent cannot 
be attracted or retained, because of the limited case material; and 
medical efficiency of operation is sacrificed. 

If we can then assume that a psychiatric hospital of 1,000-bed 
capacity is to be located on an attractive, rolling site eight miles 
from the business center of a city of 200,000, containing a medical 
school and an alert and capable group of general practitioners and 
medical specialists, certain conclusions can be drawn. It will be 
possible to staff the hospital properly; the duration of hospitaliza- 
tion for patients with illnesses amenable to treatment will be short, 
resulting in a rapid turnover for a sizable segment of the patient 
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population ; community interest in the hospital will be considerable, 
and co-operative work with the staff in the discharge of its respon- 
sibilities easily stimulated; the hospital will be sought after as a 
training center; and programs for social work students, cadet 
nurses, psychiatric aides, psychological trainees and junior dieti- 
tians are to be anticipated, along with residencies in psychiatry 
for physicians. Last, basic and clinical research in the general 
field of psychiatry will in all probability be undertaken. 

What will be the components of a hospital of this kind? How 
many buildings will be required? What guidance can we find as to 
their individual capacities and functions, and how can they best be 
arranged on the site? 

There are many workable classifications for psychiatric patients, 
and a brief survey of the practices at existing psychiatric hospitals 
indicates that medical custom is exceedingly variable in this re- 
spect. A preliminary division into acute and chronic illnesses may, 
however, be made with scant likelihood of challenge from any medi- 
eal source. This division ignores age and sex, and—unless it is so 
prominent a factor as to require primary consideration—the phy- 
sical condition of the patient. Trained psychiatrists can, often 
within a few minutes, and at most within a few days, determine 
whether there is good likelihood of the patient’s prompt social re- 
covery under adequate treatment. Similarly, they can, with sur- 
prising accuracy, identify the patient whose illness promises to be 
protracted and for whom a remission must be anticipated in terms 
of years of treatment rather than in weeks or months of hospitali- 
zation. To the untrained observer, the patient who may be well 
again in two months often appears far sicker than the individual 
who may never recover. The architect should plan, therefore, 
for two principal divisions in his hospital—an acute section where 
maximal direc’ therapy will be focused and patient turnover will 
be most rapid, and a chronic or long-term section in which treat- 
ment will be less individual, finding its expression in environmental 
regulation, group stimulation, emotional education and re-forma- 
tion of hygienic behavior patterns. 

Some physical separation between the acute and chronic sections 
of the hospital is desirable, both for the convenience of the staff 
in the most efficient administration of two rather distinct therapeu- 
tic programs, and for the welfare of the patients themselves. An 
excellent means of achieving this aim is the location of the aux- 
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iliary treatment buildings between the two groups of bed-contain- 
ing structures. Such buildings as the gymnasium, theater and oc- 
cupational therapy shops are used with almost equal frequency by 
acute and chronic patients and so could not be more conveniently 
placed from the standpoint of accessibility to patients and con- 
venience to the treatment staff. Their buffer function derives nat- 
urally from their location, and the separation of the bed-containing 
buildings comes about naturally and with no apparent intent. 
Obligatory movement of acute patients through chronic areas is 
thus avoided and chronic patients have little occasion to visit the 
acute hospital zones. 

The next step in the development of a psychiatric hospital pro- 
gram, and one which must be regarded as scarely less important 
than the selection of the site and the determination of the total ca- 
pacity, is the preparation of the written “criteria.”* As a partici- 
pant in the recent development of plants for some 85 hospitals, 16 
of which were predominantly psychiatric, the writer knows of no 
other item in planning that can contribute more to the success of 
a building program than a perfectly organized, meticuously-com- 
piled and compulsively-accurate written manual. The develop- 
ment of such a document is a devastatingly protracted task which 
will tax the patience of every participant and will rise to haunt the 
dreams of any contributor who thinks hospitals can be built by 
magic and not by sweat and by thought. The simple logic of “dis- 
cipline by criteria” is overpowering. If the doctor, the architect 
and the engineer do not know what they want, there is no genie who 
will leave it on their doorstep. Unless the architect has precise 
information on requirements before he sharpens his first drafting 
pencil, he will be harried to exhaustion by second guesses, after- 
thoughts, vacillations and assurances that everyone should know 
such and such a room is only half as large as necessary. 

A manual of requirements does not and should not preclude 
changes in the program. It should not be venerated as a command 
from Sinai from which no deviation can be tolerated, but used 
rather as a guide, the accuracy of which is maintained at the high- 
est level. All the questions should be asked at the time the criteria 
are written. The operation and function of the hospital and of 
each building should be clearly stated, required buildings and their 


*A manual systematically enumerating all facilities to be included in each hospital 
structure together with their dimensions and specific inter-relationships. 
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capacities tabulated and the physical characteristics of the total 
hospital and of its parts described. In this written compilation, 
each building should be defined in its own chapter, and provision 
made for interleafing. A standardized format should be adopted 
and uniform categories set up: site location, general design, use of 
the building, planning requirements, patient-bedroom sizes, ete. 
Major headings should be repeated from chapter to chapter and in 
their simplest form might include, for example, “visitors’ facili- 
ties’; “administrative facilities”; “nursing unit facilities”; “per- 
sonnel facilities” and “service facilities.” Nursing unit sub-head- 
ings should include the number of nursing units; bed distribution 
on each; “nursing facilities”; “patient facilities”; “medical facili- 
ties”; “housekeeping facilities”; “common facilities”; “adjunct fa- 


cilities”; “food service” and “special medical facilities.” 


99 
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An equipment schedule should also be compiled and arranged in 
such form that cross reference with the criteria is simplified. 
Nquipment of all kinds, whether portable or permanently installed, 
must be listed if the schedule is to guide the architect in determin- 
ing proper space allowances for all rcoms and areas in his initial 
design. Almost as much time will be spent in the selection of 
equipment as in the development of the criteria, yet every decision 
made at this stage in planning will bring a rich reward in the 
months of work to come. 

Although detailed planning on the arrangement of equipment 
cannot be done at this stage, the architect can save himself much 
later effort by discussing hypothetical layouts with the responsible 
medical authorities of the hospital and by learning the precise 
function of each room he will be called upon to equip. What is 
done here; how many people are involved; how often does it oceur ; 
what are the steps in the procedure—are all questions which need 
to be asked and to be answered before the designer starts to work. 

Many architects prefer to leave the development of a “finish 
schedule” until after the completion of Phase A drawings, and this 
delay often does have the advantage of simplifying final decisions. 
Other general considerations, however, such as the selection of 
sash and of heating and lighting systems should be made at once. 
It is also expedient to determine at an early date whether buildings 
are to be connected with tunnels or with corridors. The architect 
cannot afford to be stampeded into premature work at the drafting 
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board, and he will be well advised to resolve as many uncertainties 
as possible before he unrolls his first sheet of tracing paper. 

The architect experienced in hospital work needs no reminder 
of the necessity of records, but for the man happily excited with 
his first commission, it is easy to consider them needless formali- 
ties. The written criteria and equipment schedule will insure a 
broad base of common understanding. Every meeting, however, 
between the architect and his client should be accurately recorded, 
and all decisions should be reviewed and confirmed by the inter- 
ested parties immediately thereafter. Not only is this a business- 
like protection to both principals to the basic contract, but it will 
also constitute an invaluable source of information and of guidance 
to the architect in all stages of his coming task. 

If we assume that the criteria are to be written, what will be 
their nature for the suburban 1,000-bed psychiatric hospital we are 
projecting here? It has already been said that the bed-containing 
structures will be divided into an acute and a chronic group. Pro- 
totype buildings and capacities for each are suggested in the fol- 
lowing tabulation: 


Acute Hospital Zone 




















Appropriate 

Bed capacity Nursing Units square foot area 

Building for each building ineach building for each building 
2—Reception and treatment buildings 120 5 105,000 
1—Clinical building .............. 240 9 188,000 

Chronic Hospital Zone 
2—Continued treatment buildings... 160 4 59,000 
1—Infirm building .....ccsccvcenes 100 2 37,500 
1—Disturbed building ............ 120 4 69,000 
1—TB-NP building ............... 160 4 84,000 
DORR on ci cvieweecsnweasic ss 1,180 











Provision should be made on the site plan for future expansion 
through the erection of one additional continued treatment and one 
infirm building, raising the potential final capacity of the hospital 
to 1,440 beds. Bed requirements above this figure would be met 
by the erection of additional hospitals having a similar distribu- 
tion of beds. Psychiatric hospitals, like airplanes, can be designed 
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for only limited increases in total load. When the margin of toler- 
ance is exceeded, the present writer holds, their continued opera- 
tion rapidly passes from the hazardous to the impossible. 


RECEPTION AND TREATMENT BuiLpineG (MALE) 


All incoming male psychiatric patients will be admitted first to 
this building for detailed examination, classification and intensive 
therapy. Patients with favorable prognosis will be treated here 
for periods of four to six months in the hope that a return to the 
community can be effected without the necessity of transfer to 
other wards of the hospital. Five nursing units will permit a high 
level of differential classification by behavior. Patients from this 
building will make full utilization of facilities in the auxiliary 
treatment buildings: recreation, occupational therapy, gymnasium 
and theater. Patients with unfavorable prognosis whose improve- 
ment under active treatment is improbable will be transferred 
within short periods to an appropriate building in the chronic hos- 
pital zone for long-term therapy. 


ReEcEPTION AND TREATMENT BuiLpiING (FEMALE) 


This will be identical in all major respects as to design and fune- 
tion with the building for male patients. 


CuinicaL Burtpine (MALE ann FEMALE) 


This will be a general medical and surgical building of 240 beds, 
140 of which are devoted to the care of non-psychiatric medical and 
surgical patients who enter the hospital for treatment of such dis- 
orders as pneumonia, appendicitis, ete. Such patients will be men- 
tally competent in every respect. In addition, four separately de- 
signed nursing units (two male and two female) will care for the 
physically ill among the psychiatric population of the hospital. 
Ambulant patients, psychiatric as well as non-psychiatrie, will be 
served by out-patient clinics. 

The inclusion of non-psychiatrie beds in this building is a de- 
parture from the traditional practices in many public psychiatric 
hospitals, but is by no means without precedent. The present 
writer feels that there are telling medical arguments in favor of 
the plan. It is almost impossible to recruit a competent full-time 
professional staff in the relevant specialties of internal medicine, 
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surgery, roentgenology, pathology, biochemistry, anesthesiology 
and nursing if their clinical work is confined exclusively to psychi- 
atric patients. As a result of such restriction, many psychiatric 
hospitals are unable to provide medical and surgical care for their 
patients of a caliber equal to that readily available in the average 
general hospital. From the standpoint of economics, it should be 
remembered that the medical care of psychiatric patients will re- 
quire a completely equipped clinical building in any event, and 
that its facilities can be expanded at very modest cost in the initial 
design to care for another 140 beds. 

Essentially the proposal made here is that a county or municipal 
hospital of moderate size be incorporated in the plans for the pub- 
lic psychiatric hospital, in the interests of more economical opera- 
tion for both institutions—and with the inevitable result that medi- 
cal care will be of a higher caliber for each. Hesitation on the 
part of the general public to use the facilities is a chimera which 
has failed to materialize wherever the plan has been tried. 


CoNTINUED TREATMENT BurupinG (MALE) 


Patients cared for in this building will require hospitalization 
for long periods, some of them permanently. They will, in gen- 
eral, be orderly, reasonably co-operative and in good physical 
health. All will be ambulant. Many will be engaged in various 
aspects of hospital industry, and some will have the freedom of 
the hospital grounds. Large numbers will employ the facilities of 
the auxiliary treatment buildings previously mentioned. 


CONTINUED TREATMENT BuILpiInG (FEMALE) 


This will be identical in all major respects as to design and fune- 
tion with the building for male patients. | 


DisturBED BuripinG (MALE AnD FEMALE) 


Patients cared for in this building will be chronically disturbed, 
periodically un-co-operative, and assaultive on occasion. Suicidal 
tendencies will be common, and exceptionally close supervision will 
be necessary. Although most of their activities will be centered in 
their own building, groups as well as individual patients will be 
frequently taken to the out-patient clinics in the clinical building 
and to the auxiliary treatment buildings. 
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Inrirm Buiupine (MALE AND FEMALE) 


This building will house elderly, feeble and physically ineapaci- 
tated patients whose relatively static disabilities are too chronic to 
warrant care in the clinical building. Certain of them will be bed- 
fast and others will require wheelchairs. Most of their activities 
will be centered in their own building, but groups as well as indi- 
vidual patients will not infrequently be taken to the out-patient 
clinics of the clinical building and to the auxiliary therapy 
buildings. 


TB-NP Buttprne (MALE aNnp FEMALE) 


The building will be used for the care of psychotic patients with 
co-existent tuberculosis. The building will be equipped to treat 
both long- and short-term psychiatric cases and will also have the 
necessary facilities for the care and treatment of tuberculosis. 
Major surgical procedures and much of the laboratory work will 
be carried out in the clinical building. 


Structural components of the six prototype buildings described 
in the foregoing will vary in relation to their function and capacity. 
Buildings in the acute hospital zone will be of multi-story construe- 
tion to permit the most efficient utilization of staff time and to 
allow for ready movement of the individual patient to and from 
those locales in which specialized therapy is carried out. Buildings 
in the chronic zone will be of one- and two-story construction to 
permit the rapid assembly of patient groups and their ready access 
to the out-of-doors and to the auxiliary therapy buildings. Self- 
sufficiency for each building, without wasteful reduplication of fa- 
cilities, will be achieved as far as good medical practice dictates. 
For example, ward dining rooms and floor serving kitchens will be 
provided for each nursing unit in the hospital, with the exception 
of the continued treatment buildings. Two nursing units per floor 
in single-story or two-story buildings are recommended and no 
more than three for the multi-story acute buildings. Additional 
nursing units in either category have, in the experience of the 
writer, introduced insuperable difficulties in cireulation and re- 
sulted in wasteful cubages for the structures. 


Integrity of the individual nursing unit is maintained in each 
building; and the block plan is avoided, since it is particularly un- 


PART I—1950—1L 
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suited to psychiatric operation. Rooms will be of single, four, 
eight and 16-bed capacities and will be distributed in the nursing 
units of various buildings in accordance with their peculiar needs. 
Minimal square-foot areas as criteria for heds are unsatisfactory, 
since they do not preclude the development of miserably-propor- 
tioned rooms entirely unsuitable as bedrooms. A more reliable 
guide is to space beds on eight-foot centers and always provide 
three exposures for eight and 16-bed rooms. Particular attention 
should always be given to circulation and to the movement of pa- 
tients individually and in groups. Corriders should be eight feet 
clear, and bedroom doors in indicated buildings should be of suf- 
ficient width to allow for the passage of a stretcher. All rooms 
must be completely visible from the door in the interests of psy- 
chiatric security. 


CoMPONENTS OF Nursinc UNItTs 


Basie components of all psychiatric nursing units consist of the 
following: 


A. Bedrooms 


Preferably of three capacities (e. g., 1, 4 and 16 beds) to allow 
for diagnostic and behavioral classification of patients. 


B. Offices 


Five required: doctor’s, nurse’s, ward secretary’s, doctor’s exam- 
ining room, and interview room for ancillary professional per- 
sonnel. 


C. Patients’ facilities 


Solarium; occupational therapy closet; dressing room; bathroom; 
clothing locker room; visitors’ room. 


D. Utilities 


Sub-utility room; linen closet; ward supply closet; soiled linen 
room; nourishment pantry; janitor’s closet; personnel toilets. 


Upon this basic skeleton may then be added one or more special 
treatment rooms, a ward diningroom, a full-sized utility room, an 
isolation suite for contagious diseases, and additional offices as de- 
termined by the special therapeutic program conducted in the 
building. Readily accessible to all wards of the particular build- 
ing, but not included in any of its nursing units, additional facili- 
ties—the nature of which will depend on the special function of the 
structure—may be added: a patients’ work-detail room; a physical 
medicine suite; enclosed outdoor garden and exercise areas; a cen- 
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tralized hydrotherapy suite, exercise room and occupational ther- 
apy shop; a library, recreation hall, canteen and barber shop, flu- 
oroscopy, pneumothorax and minor operating rooms, along with 
provisions for sputum disposal and incineration; centralized pa- 
tient clothing and baggage storage space, an admitting suite, an 
auxiliary kitchen, administrative facilities, conference rooms, 
rooms for physicians on night call, and offices and classrooms for 
social workers, psychologists, nurses and residents, 

The additional facilities required in the clinical building, such as 
laboratories, x-ray suites and operating theaters, are all sufficiently 
familiar to need no particular mention here. This building should 
provide the services and equipment to be expected in a modern 
general medical hospital of comparable capacity. Four of its nurs- 
ing units, each of approximately 25-bed capacity, should be 
equipped with accepted psychiatric security features, detention 
screens and tempered water being the most important, but may 
otherwise be designed and laid out in essertially the same fashion 
as for the non-psychotic nursing units. 


Auxiliary Treatment Buildings 








Approximate square foot 








Building area for each building 
Gymnasium and swimming pool ..........seeeee0e 20,500 
Occupational therapy shops ........e.eeeeeeeeeeee 14,500 
RCCVORTION. GO. HAVHEP co 5cis cacicnccstecacdsve duwes 29,000 
WEEE kccvcvdcccescivecciaevadduenueuscoeevees 15,500 
Lt METETETITTTI TILT Tiree 6,000 








The structural nature of each auxiliary treatment building is ap- 
parent from its description. Its particular function in terms of 
psychiatric hospital operation is not clear, however, from the arch- 
itectural designations. The gymnasium could more correctly be 
called the sedation and tranquilization unit; the theater the emo- 
tional re-educational clinic; and the recreation hall the re-socializa- 
tion suite. The occupational therapy shops give opportunity for 
the re-formation of hygienic habit patterns. Treatment here en- 
courages the use of as much of the total personality as the patient 
is able to mobilize, promotes his integration, affords him means 
for abreaction in which material at almost any level of conscious- 
ness can be externalized, and helps to orient him away from intra- 
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psychic phenomena and toward reality. The chapel affords a 
setting for spiritual ministration to the sick, traditionally one of 
the highest functions of the clergy. Nowhere is this function more 
significant than in the misery of the psychiatric hospital. 


Additional Hospital Buildings 








Approximate square foot 








Building area for each building 
1, AGministration ..cccccsgescrccscceccvessccces 33,000 
ZS. Dining hall. end Kitehen 2.0.0 .cscccccsiccdcrecve 38,500 


3. Personnel quarters 

a. Professional staff 

b. Maintenance staff 

e. Ancillary medical staff 


4. Utilities 
a. Hospital garage 
b. Warchouse 
ce. Shops 
d. Laundry 
e. Boiler house and emergency generating unit 
f. Incinerator 








SUMMARY 


In summary, the program here proposed by the writer has the 
following features: A suburban location for the hospital will be 
selected within 10 miles of the business district of a large com- 
munity having ample resources in medical personnel. Hospital ca- 
pacity will be established between 1,000 and 1,500 beds, and no 
expansion above the latter figure will be contemplated. The site 
will range from 250 to 400 acres and will be readily accessible by 
public transportation from the neighboring city. Written criteria 
and an equipment guide list for the project will be developed 
by collaboration of architects with the medical authorities and 
within the over-all limitation of appropriated funds. 

Ward buildings will be divided into two principal groups, one 
for the care of the acute patient and the other for the care and 
treatment of the chronic. A 240-bed clinical building will be pro- 
vided in which psychiatric as well as non-psychiatric patients will 
be hospitalized for definitive medical and surgical attention. Six 
prototype, bed-containing, buildings are suggested, especially de- 
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signed for modern psychiatric treatment of: (1) patients with 
acute psychiatric disorders; (2) psychiatric and non-psychiatric 
patients suffering from general medical and surgical disabilities ; 
(3) chronic, ambulant psychiatric patients in good physical health 
whose behavior is not remarkable; (4) a similar group of psychi- 
atric patients whose behavior is highly disturbing, even in the pro- 
tected environment of the hospital; (5) a group of feeble psychi- 
atric patients of any age whose chronic physical disabilities re- 
quire chiefly nursing care; and last (6) a group of psychiatric pa- 
tients with co-existing tuberculosis. Auxiliary treatment buildings 
will include the following structures: gymnasium and swimming 
pool; occupational therapy shops; recreation and library building; 
chapel and theater. An administrative building and a dining hall 
and kitchen will be required, along with the customary hospital 
utilities. 


3824 Porter Street, N. W. 
Washington, D. C. 








EDITORIAL COMMENT 


OUR BROTHERS’ KEEPER 
“Ah, the whites, the whites! Their feet? A stench... . Bah, 
their whole bodies gave out the smell of a corpse.” 
René Marin, Batowala. 


We hail the publication by a group of eight distinguished scient- 
ists, representing New Zealand, Mexico, Brazil, the United States, 
the United Kingdom, India and France, and acting for the United 
Nations (for UNESCO, the United Nations Educational, Scientific 
and Cultural Organization), of a carefully formulated, extremely 
comprehensive, but succinct, statement of the modern scientific 
viewpoint of the essential unity of mankind. 

With due regard to the fact that this statement as finally drafted 
by Professor Ashley Montagu of Rutgers University was revised 
by the original group and two additional groups of scientists for 
exactitude of thought and precision of wording, we think we 
may still venture a summary to the effect that there is general sci- 
entific agreement that mankind constitutes a single species, 
“probably derived from the same common stock,” “that the like- 
nesses among men are far greater than their differences,” that the 
races are merely physical “variations, as it were, on a common 
theme,” and that available scientific evidence does not indicate 
that “inherited genetic differences” are major factors in producing 
our differing cultures and cultural achievements or in producing 
differences in human temperaments. Our group and the other 
fellow’s group may differ, the scientists find, in skin color, hair 
formation and color, skull and general skeletal shape and some 
other inherited characteristics. But there is general agreement 
that there are no inherited differences other than these physical 
ones: “According to present knowledge there is no proof that the 
groups of mankind differ in their innate mental characteristics, 
whether in respect of intelligence or temperament. The scientific 
evidence indicates that the range of mental capacities in all ethnic 
groups is much the same.” 

Aside from the obvious physical factors, the very great and ap- 
parent cultural differences among groups of mankind, even among 
groups with few or no apparent physical differences, are ascribed 
by the scientists to the major factor of differing histories of group 
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cultural experience. In our disordered world, the great signifi- 
cance of these findings may be that the future of humanity is not 
hopeless, that reconciliation of its diversities is not impossible, 
that mankind can still seek to achieve a common political, social 
and moral life in a world society of universal brotherhood. And if 
this is only a hope, at least there is nothing in the findings of mod- 
ern science to extinguish that hope. 

With the world in conflict, which is fortunately still largely 
“cold” but threatens to blaze at other points than already “hot” 
Korea, the report of the United Nations scientists—issued July 
18, 1950—is of most extraordinary timeliness. The old and fear- 
ful ogres of race prejudice and race hatred again raise their hor- 
rid heads; an accidentally derisive term for north Korean foes 
becomes a “racial” slur on south Korean friends; and we hear of 
“Asiatic hordes” which the haters of our society may mobilize 
against us. There is fuel here to turn cold fires into a conflagra- 
tion. 

The stench of the myth of race is not contained by the grave of 
Hitler. Hate for the father, displaced on the outlander, is a phe- 
nomenon which may be very nearly as old as man. With the 
Oedipus conflict— and whether it has or has not biological roots is 
unimportant in this context—comes the necessity for shifting the 
terrible burden of Oedipal guilt. Man must have learned early 
that such of the Oedipal hate as was not absorbed and transmuted 
by ritual and other means could best be displaced on the stranger. 
His descendants have been hating the stranger ever since. The 
process has been much easier, and the guilt has been absorbed 
much more completely when a rationalization (intellectualization) 
has been possible for the emotional process. For if the hated one 
is different, if his skin color, his eye color, his hair form, his lan- 
guage, his habits, are different, the hatred one directs against him 
cannot possibly be derived from hatred of one’s elders, or of one’s 
own tribe, or of one’s own self. 

One can hate righteously if one can conceive of the hated as in- 
human, unhuman or subhuman. “Nazi,” to the non-German, be- 
came a synonym for vileness; the Tasmanian, to the white settler, 
was a marauding beast to be exterminated. “If the monkey wears 
glasses, shoot—he’s a Jap!” was a wisecrack quoted by more than 
one G. I. in the southwest Pacific. And if one can differentiate at 
a glance, the task is easier. 
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If we continue along these lines, disregard scientific knowledge, 
and proceed to cultivate emotional rather than intellectual reac- 
tions—assuming that there are fundamental, irreconcilable racial 
differences among the groups of mankind—then we shall make in- 
creasingly more difficult the hoped-for progress toward ultimate 
human brotherhood. We are already beginning to hear, and— 
strangely—from some of the same sources which once dissemin- 
ated fears of the “yellow peril,” that the Russians are a people 
apart. They are “mixed,” it appears, with “oriental blood,” are 
not truly “white” or “European” at all, are so constituted that 
they always have supported and always will support despotism, 
and they are somehow constitutionally incapable of peace, de- 
mocracy, tolerance or real friendship with other peoples. They 
will come against us, it appears, mingled with hordes of “inferior” 
yellow and brown peoples; they have already attempted to stir 
allegedly inferior peoples, in America and elsewhere, against their 
alleged superiors. 

Just here, we think, is the beginning of irrationality, the begin- 
ning of a gradual displacement of more rationality by more and 
more emotionality. If some Americans can be roused to an emo- 
tional hostility toward other Americans, can be led to group cer- 
tain Americans with Russian “racial” enemies, democracy will 
have suffered an initial defeat in its war against Communism— 
whether that war is “cold” or “hot.” Similarly, if other “racial” 
animosities can be roused, the cause of democracy’s enemies will 
be served. 


One of these is anti-Semitism, which, despite the smoke of Birk- 
enau and the corpses of Hitler’s millions of murdered innocents, 
by no means died with Naziism. It today is perhaps merely a 
foul whisper; but that it can readily rise to an obscene shout need 
be doubted by none who will note the nature of the whisper, which 
all too often links the Jew and Communism. We face a situation 
in which our enemies will raise and, in fact, are now raising, every 
conceivable “racial” issue to confuse us. We confidently expect to 
hear of domestic issues involving the Asiatic races and every 
other race (true or imaginary) before subsidence of the conflict. 

It might be well to consider these issues in the light of the dec- 
laration of the United Nations scientific panel. It should be said 
at the start that the scientists of the panel found so much popular 
abuse of the word “race” that they concluded “it would be better 
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when speaking of human races to drop the term ‘race’ altogether 
and speak of ethnic groups.” But these scientists found general 
agreement among anthropologists in classifying “the greater part 
of present-day mankind” into three major divisions, the Mongo- 
loid, the Negroid, and the Caucasoid. These are the divisions to 
which other scientists have referred as Mongolian, Negro and Cau- 
casian races. They are the divisions which some of us learned in 
elementary school to think of as yellow, black and white races (the 
red and the brown races, sometimes included in the school books, 
are now generally recognized as mixtures of the primary three). 
These primary three divisions are also the ones to which the pres- 
ent Encyclopaedia Britannica (L. H. Dudley Buxton, contributor) 
refers as “straight-haired,” “woolly-haired,” and “curly-haired” 
groups. Although many subraces are recognized, these are the 
major groups to which scientists generally refer as human races. 

In the sense that two of these major groups are involved, the 
Caucasoid (white, curly-haired) and the Negroid (black, wooly- 
haired), Americans may be said to have one real race problem. 
We commend the report of the UNESCO scientists to those inter- 
ested in possible genetic factors in that problem. It may be an 
accurate summary to report the unanimous opinion of that group 
—representing the world’s scientists—to the effect that there are 
not any. They state: “The biological differences between ethnic 
groups should be disregarded from the standpoint of social ac- 
ceptance and social action.” And “. . . for all practical social 
purposes ‘race’ is not so much a biological phenomenon as a social 
myth.” In other words, it is our cultural reaction to racial differ- 
ences, not the existence in itself of the differences, which creates 
our race problems. 

Nobody expects us to solve problems deriving from Colonial 
times in a few days, months or even years, in the midst of an in- 
creasingly urgent national defense emergency. But an attempt 
to examine them rationally can hardly fail to accomplish some- 
thing toward reducing their emotional impact, increasing con- 
scious good will, and benefiting national morale—to however small 
a degree. 

A century ago, the rationale for slavery, the legal inferiority of 
the Negro in America, was based on divine writ. “Cursed be Ca- 
naan; a servant of servants shall he be unto his brethren (Gen. 
9:25).” For the psychoanalytically-fascinating crime of voyeur- 
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ism, the alleged descendants of Ham were persecuted by their 
brethren three and a half millennia later. 

Even the fundamentalists must have found this reasoning diffi- 
cult to maintain. It was displaced, even for non-believers in the 
Darwinian theories, by the hypothesis that in the evolution or cre- 
ation of races, inferior and superior human groups were produced. 
The white was the superior; it was proved by his advancement in 
social institutions, in science, and above all in his military conquest 
of practically the entire world. The proposition was self-evident ; 
it was as plain to the lowest intelligence as the fact—equally evi- 
dent a few centuries before—that the earth was a stationary sphere 
in the center of the universe, with sun, moon, planet and stars re- 
volving around it. 

It is well within the memories of most of us that scientific skep- 
ticism of the existence of superior and inferior races began to be 
supported by irrefutable scientific fact negating the superiority- 
inferiority thesis. But the history of science is a long history of 
time-lags between scientific discovery and general acceptance. 
Many of us were contemporaries with Kipling’s “white man’s bur- 
den” theories; most American adults know of, or remember, pe- 
riods when successive waves of immigrants were regarded as con- 
stitutionally inferior peoples, sure to debase the mental level and 
physical make-up of future generations of Americans. The emo- 
tional impact of those beliefs is still with us, although scientific 
support for them was long since withdrawn. 

As the UNESCO scientists point out, it appears established 
that racially diverse groups—white and black—white, black and 
yellow—can share in a common life, live in a common society; and 
there is “no evidence that race mixture as such produces bad re- 
sults from the biological point of view.” Racial mixture, the evi- 
dence shows, “has been going on from the earliest times.” 

It might be a useful intellectual exercise to consider this process 
of race mixture “from the earliest times.” Although scientists 
agree that there is only one modern species of mankind, they also 
agree that there have been other, now extinct, species; one such, 
Neanderthal man, inhabited Europe before the arrival of modern 
man. Whether the first modern men (Cromagnons) ate their 
Neanderthal predecessors, interbred with them or both is not cer- 
tainly determined; but there is reason to suspect that here may 
have occurred one of mankind’s first instances of miscegenation— 
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not the very first, as it happens, for Crogmagnon man, presum- 
able ancestor to today’s European Caucasoid, shows skeletal char- 
acteristics capable of interpretation as Negroid elements. 


The process thus initiated has rolled on through prehistory and 
history. America’s noble red man was mostly yellow man, with 
varying amounts of primitive white and primitive Negroid admix- 
ture. The groups once combined for classification as the “brown 
race” are made up of differing proportions of white, yellow and 
black derivation. The Sumerians, earliest people with a written 
history among the Western World’s precursors, may not have been 
Caucasoid at all and almost certainly were not unmixed Cauca- 
soid. The Egyptians were predominantly white, with some Ne- 
groid mixture in the earliest historic times and an increase in the 
Negroid element during the course of history. How old the strain 
of Mongoloid blood is in Europe is a matter of speculation; one 
of the three ancient, principal ethnic groups of the European Cau- 
easoids may have brought a strong Mongoloid mixture; and in 
both ancient and medieval historic times Mongoloid invaders swept 
into eastern and central Europe to mingle their blood with the 
European whites. 


Phoenicia and her colonies conducted melting pots unequalled 
until the days of modern Brazil; Phoenician sailors, traders and 
settlers probably introduced Negroid blood as far north as the 
British Isles; the heterogeneous armies and colonists of Carthage 
brought new mixtures to Spain, Malta and Sicily. The slave own- 
ers and slave traders of Imperial Rome dealt in black men and 
women, as well as white, and mingled their blood all over the Em- 
pire. The Mohammedan invasions led to further miscegenation; 
and modern seamen and explorers, have crossbred with natives of 
different color all over the world. 

There are modern examples, ranging from Hawaii and mighty, 
progressive Brazil to South Africa’s famous Rehoboth Bastards 
to demonstrate the—at least—harmless results of race mixtures. 
And there is a theory that the hybrid vigor of crossbreeding is of 
great eventual benefit, with classic Greece, Imperial Rome and 
Elizabethan England cited as the results of interbreeding between 
varying conquered and conquering peoples. 

If we may cite all this in relation to America’s real “race” prob- 
lem, the intellectual approach to such mythical race problems as 
that of anti-Semitism should be easier. The European peoples 
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from the Atlantic to the Urals, from North Cape to the tip of 
Sicily, are varying mixtures of the three principal strains of Cau- 
easoid European man—that is, of Mediterranean, Alpine and Nor- 
die man. The American mixture is a secondary mixture of the 
various European mixtures. So is the Jewish mixture. From 
American to Russian, physically inherited and sometimes doubt- 
fully recognizable differences between individuals, are likely to be 
greater than recognizably similar differences between one group 
or another. Groups tend toward one type or another; there are 
more blonds in Sweden than in Italy, more “round-heads” in 
Southern Germany than in England; but all types are found in 
all groups; and all types mingle in America; there are no inher- 
ited, fully dependable, group physical characteristics. Still less 
are there inherited psychological characteristics. The one psycho- 
logical school which believes in the inheritance of a racial uncon- 
scious—or of genetically-determined differences between group 
and group in the human unconscious—has not had its tenets gener- 
ally accepted. And there is no evidence whatever that if the in- 
herited psychological differences postulated should exist, they 
would indicate anything irreconcilable among peoples or anything 
incompatible with differing peoples sharing a single society. That 
this particular theory was distorted by the Nazis to justify oppres- 
sion and extermination of “racial inferiors” is the most shameful 
of all the many shameful misuses by emotionally abnormal men of 
the concepts of modern science. 

The report of the UNESCO scientists does not stress the ques- 
tion of inheritance of psychological characteristics; but it does 
state the findings plainly: “Wherever it has been possible to make 
allowances for differences in environmental opportunities, the 
tests have shown essential similarity in mental characters among 
all human groups. In short, given similar degrees of cultural op- 
portunity to realize their potentialities, the average achievement 
of the members of each ethnic group is about the same. The sci- 
entific investigations of recent years fully support the dictum of 
Confucius (551-478 B. C.) ‘Men’s natures are alike; it is their 
habits that carry them far apart’.” And to repeat: “. . . the his- 
tory of the cultural experience which each group has undergone 
is the major factor in explaining . . . [cultural] differences.” 


We do not suggest that we dismiss here the emotional reactions, 
the social difficulties and the cultural prejudices of the world’s peo- 
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ples with the silly hope that they can be ended by the purely in- 
tellectual demonstration that there is no foundation for them in 
biologie fact. There is cultural fact and social fact. There are 
emotions and prejudices attached to cultural and social facts. We 
contend only that these are less dangerous to our society and our 
culture, and at present to our survival as a nation, than if we could 
support emotion and prejudice by proof of inborn, irreconcilable 
differences among the peoples who make up America. Only when 
we can convince ourselves of the cultural and social origins of in- 
tergroup suspicion and hate, can we set out on the long and diffi- 
cult path toward their mitigation. 


For example, in the interests of unity against a phenomenon 
which threatens our existence, we should be able to tolerate and 
subordinate minor, man-made phenomena which do not threaten 
our existence. We doubt if anybody would contemplate a law re- 
quiring gentlemen to prefer blondes, or specifying that all social 
gatherings should be made up in proportionate parts to the vari- 
ous ethnic and cultural groupings which make up the American 
strain. Our marriages, the locations of our homes, our choices of 
business associates or personal friends are personal matters which 
a general extension of tolerance and a general reduction of preju- 
dice would not make less personal. 

We suggest that if more of us can attempt to treat others as 
individuals, not as members of alien groups, we shall be applying 
a principle of mental hygiene, as well as forging an essential in- 
strument for national unity in a national crisis. It should be the 
easier in that Mongoloid Americans fought like Caucasoid Amer- 
icans in Italy and that Negroid Americans are now fighting like 
Caucasoid Americans in Korea. We can advance this thought, 
not only as further witness to the lack of inherited psychological 
difference between white, black and yellow, but also as a more 
emotional matter of our fighting men’s desserts. 

Can we reasonably expect reasoning Americans to resist the 
kindling—by foreigners as part of a foreign war—of a compaign 
of prejudice and social disturbance at home? We believe we can. 
One of the ways in which it can be resisted best is by combating 
the not-too-subtle propaganda that this or that ideology is a racial 
characteristic of this or that group of Americans; that, for in- 
stance, our Negroes are racially prone to Communism; that our 
Jewish Americans are—as suits the enemy from time to time— 





170 EDITORIAL COMMENT 


either Communists or particularly dirty capitalists; that Amer- 
icans of English or German strains are, again for instance, 
fascistic. 

The effort to confuse us emotionally is as earnest and as men- 
acing to America from Communist as it was from Nazi and Fas- 
cist sources. The “race” issue is particularly adapted for our 
emotional confusion. We suggest that, as a means of lessening the 
impact, as a means of reducing the emotional force and bringing 
the conflict somewhat nearer to the intellectual level, American 
scientists in general and American psychiatrists in particular in- 
terest themselves in the general distribution and in the general use 
to combat prejudice of the text of the UNESCO race report. It 
could well be used in our schools from the elementary to the post- 
graduate professional; it could be used in our business, social, 
fraternal and labor organizations; it could be a useful and potent 
discussion topic for our luncheon clubs. 

We can think of no better text for the promotion of our national 
unity and international understanding, and so for the promotion 
of peace, freedom and democracy than the summation of the 
UNESCO scientists. It stresses a point of which we are all aware, 
though—by the necessities of mental hygiene and psychotherapy 
—we are so constrained to emphasize the human destructive im- 
pulses we must combat that we tend to underemphasize man’s con- 
structive capacities: “. . . biological studies lend support to the 
ethic of universal brotherhood; for man is born with drives toward 
co-operation, and unless these drives are satisfied, men and na- 
tions alike fall ill. Man is born a social being who can reach his 
fullest development only through interaction with his fellows. The 
denial of any point of this social bond between man and man brings 
with it disintegration. In this sense, every man is his brother’s 
keeper. For every man is a piece of the continent, a part of the 
main, because he is involved in mankind.” 

Here we have, stated in the language of science, the everlasting 
hope, voiced through the centuries by the great and the strong of 
mankind, for enduring peace and a world in which men—all to- 
day’s teeming millions of the species, homo sapiens—can live in 
constructive harmony. By our influence and our works toward 
this end, let us be judged. 


AR AT NT 
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Treason Complex. By René ALLENDy. 208 pages including index. 
Cloth. Social Sciences Publishers. New York. 1949. Price $3.75. 


This is a brief study of Aristotle. It is not, however, a study of Aristotle, 
the philosopher, the encyclopedist, the tremendous intellect, who exerted 
more influence on European thought than any other thinker of historie or 
modern times. 

It is the study of Aristotle, the homosexual and the traitor. Aristotle, 
Dr. Allendy thinks, was of part Macedonian and part Greek descent, the 
son of a physician, who very possibly was in the spy service of Amyntas 
III, King of Macedonia. Aristotle, in Dr. Allendy’s view, betrayed his 
adopted city, Athens; his master, Plato; Philip of Macedon, his own human 
spirit, and lastly his pupil, Alexander the Great himself. That homosex- 
uality provides a soil favorable for certain types of treason probably should 
not be questioned. And if Allendy’s suggestion as to the genesis of Aris- 
totle’s homosexuality seems naive, he produces convincing evidence of its 
actuality. 

Aristotle died in exile and in disgrace. His writings were lost for two 
centuries when they were published at the instance of the bloody Roman 
dictator, Sulla. Allendy thinks that Aristotle’s vast influence, from the 
fall of Rome through the Dark Ages and into our own time, was brought 
about by the fact that his philosophy ‘‘conformed to the spirit of domina- 
tion, cupidity, debauch and ferocity which animated it [society] at the 
time.’’ He adds: ‘‘ Aristotle was considered equal to the saints.’’ The in- 
ference, of course, is that the Church accepted his views as an accurate re- 
flection of medieval society and its philosophy. 

Considering the emphasis placed even today on Aristotle in conven- 
tional education, this discussion of the human side of a vast intellect is 
very well worth general reading. It would require an extensive collabora- 
tion by historians and students of psychodynamies to determine its validity. 


Seeds of Treason. By Ra.pu DE ToLEDANO and Victor Lasky. 270 
pages. Cloth. Funk & Wagnalls. New York. 1950. Price $3.50. 


Treason. By NATHANIEL WeEyL. 491 pages including index. Cloth. 
Publie Affairs Press. Washington, D. C. 1950. Price $4.50. 


Nathaniel Weyl has written what he indicates in the introduction is 
the first history of American treason. With a brief review of European 
treason as a background, Weyl] traces American treasonable and seditious 
activities from Charles Lee and Benedict Arnold to an analysis of present- 
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day Communism. The student will find interesting parallels and differ- 
ences in the near-treason of the New England Federalists in 1812 and the 
Red conspiracy of today. 

Ralph de Toledano and Victor Lasky have written for Newsweek in 
Seeds of Treason what their subtitle calls ‘‘The true story of the Hiss- 
Chambers tragedy.’’ It is good Newsweek reporting of the Chambers-Hiss 
story from Chambers’ first involvement with Communism to Hiss’ convic- 
tion for perjury. The authors have made some attempt (in contrast to 
Weyl, who leaves this problem generally to the reader) to discuss and 
disclose psychological motivation. Their compilation is unquestionably 
of value. 

Weyl notes, of the same ease, that ‘‘. . . many of the ramifications . 
are likely to remain obscure for a long time to come.’’ Without question- 
ing in any way that Hiss committed the perjury of which he was con- 
convicted, this reviewer would be inclined to agree with Wey! that we are 
too close to the case for a finally definitive review of it. In this respect, 
Weyl’s history of past treasons appears a more valuable contribution to 
the subject than either his own summaries of the more recent trials, or the 
de Toledano and Lasky book. 


The Racial Thinking of Richard Wagner. By Leon Stein, Ph.D., 
Mus. M. 252 pages. Cloth. Philosophical Library. New York. 1950. 
Price $4.75. 


‘*Rew outside of Germany have any notion of the scope, virulence and 
intensity of Wagner’s social and racial tenets . . . In the racial outlook 
of Richard Wagner we are confronted with concepts of ‘Volk,’ language, 
‘Kultur,’ anti-Christianity, anti-Semitism, anti-Mendelssohnism, that re- 
solve themselves into one complex, with reciprocal interrelationships—all 
oriented around music, yet extending into every aspect of life, German life 
in particular.’’ 


In The Racial Thinking of Richard Wagner Dr. Stein, a musician and 
a teacher of music, has extracted from Wagner’s musical and literary works 
the motifs which later swelled into the Hitlerian chorus of hate. Wagner’s 
infiuence on German thought, and so on world history, nas been compre- 
hended generally but generally underestimated. Stein here presents evi- 
dence which must be of interest to every musician, historian and sociolo- 
gist. Commendably, Stein states flatly that he has resisted the temptation 
to make a ‘‘psychoanalytie classification’’ of Wagner’s attitudes, letting 
‘those who feel qualified derive the conclusions which seem to be indicated. 

> The material offered here for such conclusions is ample. 
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Human Personality and Its Minor Disorders. By Witii1AM Harrows, 
M. D., M. R. C. P. F., D. P. M., F. R. S. F. 255 pages. Cloth. 
Williams and Wilkins. Baltimore. 1949. Price $3.50. 


Dr. Harrows, a former student and still a disciple of the late Adolf 
Meyer, has made an effort to re-present the basic principles of Meyer’s 
psychology. The author first reviews the historical background of psycho- 
biology and follows with an elaborated description of the steps and the 
items to be reviewed in a detailed analysis of personality. This is followed 
by a description of the common neuroses or merergasias. A final and brief 
chapter is on treatment. 

The beginner in the study of psychiatry and, particularly, students 
within the reach of Meyerian psychology will find this book of great value. 


The Doctor Has a Family. By Eve.yn Barkins. 211 pages. Cloth. 
Pellegrini & Cudahy. New York. 1950. Price $2.75. 

Inspired by family life and motherhood, the author of The Doctor Has a 
Baby and I Love My Doctor has written another book about her family. 
This time she describes her ideas of progressive education, the problems of 
building a new home and the problems encountered in raising three mod- 
ern children in a suburban setting. The book is natural, humorous, witty 
and philosophical. It is refreshing to read a work of this type since it ex- 
presses so many thoughts held by most of us of this generation. It will be 
greatly enjoyed by young parents and it is best read aloud. However, ac- 
cording to a recent New York paper, there are those in a certain Westches- 


ter County community who have felt otherwise about the book and have 
caused its removal from store windows. 


A Treasury of Southern Folklore. B. A. Botkin, editor. 776 pages. 
Cloth. Crown Publishers. New York. 1949. Price $4.00. 


The editor’s definition of southern folklore is as wide as the South and 
as various as its people. Here are included tales of the Confederate lead- 
ers, African mythology, Negro, animal and nursery tales, customs, super- 
stitions and pronunciations derived from medieval England and Scotland, 
anecdotes of everybody from Patrick Henry to The Man Bilbo, southern 
songs, mountain music, Negro superstitions and primitive rituals. The 
sources are a huge variety of published literary, news and anecdotal ma- 
terial. The student of folklore will be interested to note that legend is 
already growing about Huey Long. The cook will find traditional southern 
recipes. 

The book as a whole is a treasury of the sort of material in the living 
present and the recent past which students of mythology travel back 
through the centuries to find and which the ethnological field worker crosses 
the oceans to investigate. 


PART I—1950—™M 
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Introduction to Psychiatric Nursing. By Marion E. KaLKman, R. N. 
336 pages. Cloth. McGraw-Hill. New York, Toronto, London. 1950. 
Price $3.75. 


The author’s expressed purpose is to introduce the field of psychiatric 
nursing to the young student—to attempt to describe what the functions 
of the psychiatric nurse are and how these may be prepared for and carried 
out satisfactorily. She intends this book to be used in conjunction with 
other textbooks in psychiatry, psychiatric nursing and allied subjects, and 
suggests that the three major courses essential in the psychiatric nursing 
educational program are: (1) psychopathology, (2) clinical psychiatry, 
and (3) psychiatric nursing. She presents all information relative to skills 
and techniques in terms of interpersonal relationships, attitudes, and in- 
dividual and group therapy. Miss Kalkman places more than the usual 
emphasis upon the increasingly-dynamie role of the nurse as a therapeutic 
agent in the care of the patient. 

The way is pointed for the young nurse to acquire a progressively clearer 
understanding of the significance of the patient’s behavior. The nurse 
can hope to develop psychiatric nursing skills and techniques only in actual 
contact with patients in situations where attitudes and reactions are dealt 
with in a truly therapeutic manner. 

While appreciating that no cut and dried formula of interpersonal re- 
lationships or techniques for dealing with individual patients can be de- 
lineated or specifically defined, the author gives some fundamental inter- 
pretations and general suggestions for dealing with the various reaction 
types and points out the importance of therapeutic factors in the environ- 
ment. Definite emphasis is placed upon the fact that the nurse must de- 
velop maturity and grow in the nursing situation by acquiring better un- 
derstanding of individual and group relationships, developing new atti- 
tudes, and learning to become more and more effective as a contributing 
member of the psychiatric team. The effecting of internal changes in the 
nurse is the central problem in psychiatric nursing. The psychiatric pa- 
tients are the real teachers of the nurse. The author also emphasizes that 
the nurse must develop self-testing techniques for measuring, from year to 
year, effective growth and development. 

Miss Kalkman has devoted one whole chapter to the subject, ‘‘Talking 
to Psychiatrie Patients.’’ Since conversation is such an important and in- 
escapable function of the psychiatric nurse in the daily discharge of duties 
with patients, it is gratifying to find special emphasis placed upon educa- 
tion in this area. Conversation spontaneously and naturally takes a right- 
ful place in the role of the psychiatric nurse in patient care and treatment. 

There are several statements in the book which may be questioned from 
the standpoint of proper delimitation of the nurse’s function. For ex- 
ample, on page 9 under the heading, ‘‘Determination of Deviations from 
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Normality,’’ we find the following: ‘‘When a psychiatric nurse meets a 
new patient these are the several questions she must ask herself. (1) Is the 
patient mentally ill or not? . . .’’? One may well ask if this is the Number 
1 question which the psychiatric nurse will consider with respect to the new 
patient. In the first place the nurse will not be able to determine the an- 
swer to such a question, and there are more immediately important mat- 
ters to be attended to for the patient’s comfort and welfare, whether the 
patient is mentally ill or mentally sound. The nurse contributes to the mak- 
ing of the diagnosis in a host of ways, but is neither immediately nor ulti- 
mately directly responsible for it. 

The bibliography and the form and arrangement of the material in the 
book are very satisfactory. 

Miss Kalkman has handled the comprehensive material she presents with 
the mature understanding and sound convictions which can come only to 
one thoroughly experienced and accomplished in the field of modern psy- 
chiatric nursing. 


This book is one which should be accessible to all student nurses in their 
basic education program. 


Social Work as Human Relations. Anniversary Papers of the New 
York School of Social Work and the Community Service Society of 
New York. Columbia University Press. New York. 1949. Price 
$3.75. 


This book is the second of two anniversary publications, complementing 
The Family in a Democratic Society. It is a compilation of several read- 
able articles by various people highly respected in the field of social work. 
Dealing with two main considerations, planning and training in social wel- 
fare, the book is introduced by Gordon Hamilton who describes the growth 
in a profession which ‘‘hopes and strives for the application of scientific 
knowledge and conscience in the task of trying to help one another.’’ 
Other authors point out how we can use both the spirit and discoveries of 
the scientists and the time-tested principles of the humanitarians to real- 
ize fully our goals in social welfare. 


Consideration is also given to the developments of public responsibility, 
the place of voluntary welfare agencies in American culture, the possi- 
bilities of international programs for health and welfare, and the dy- 
namics of human relationships in a changing world. Relative to profes- 
sional training for social work there is material dealing with curricula, 
psychiatric testing, methods of selection, the role of the field work super- 
visor and the professional instructor, and other general treatment of pro- 
fessional social work training. 


Fa Pte: 
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Selected Readings in Social Psychology. Steuart Henderson Britt, 
editor. xvi and 507 pages. Paper. Rinehart. New York. 1950. 
Price $2.00. 

Included in Selected Readings in Social Psychology, edited by Steuart 
Henderson Britt, are representative writers in the field, such as G. W. 
Allport, H. Cantril, L. Cole, P. R. Farnsworth, A. I. Gates, N. G. Hana- 
walt, H. L. Hollingworth, O. Klineberg, P. F. Lazarsfeld, K. Lewin, R. 
Linton, the Lynds, G. Murphy, M. F. Nimkoff, R. R. Sears, M. Sherif, K. 
Young, and others prominent in anthropology and psychology. In scope, 
in outlook, and in perspective, this volume is comprehensive and erudite. 
The materials in it are a compilation of the most recent and basic refer- 
ences from professional journals and periodicals. The volume itself is di- 
vided into six parts: ‘‘Social Psychology and Its Methods,’’ ‘‘ Biological 
and Social Foundations of Behavior,’’ ‘‘Some Individual Factors of Social 
Adjustment.’’ ‘‘Behavior in the Presence of Others,’’ ‘‘The Social Psy- 
chology of Institutions,’’ and ‘‘Social Conflicts.’’ 

The individual parts are here indicated to point out the breadth of the 
coverage of trends in this book. This work gives evidence of careful plan- 
ning on the part of the editor, even though the selections are not, of course, 
exhaustive or all-embracing. Through these readings, the student in social 
psychology can gain factual information about the broad scope of the en- 
tire field. The emphasis is on experimental and observational reports, and 
on summaries of significant empirical studies. To be sure, writings of 
sociologists as well as anthropologists and psychologists have been in- 
cluded, and the range of topics allows the volume to be used most valuably 
as a supplement to the standard textbooks in the field of social psychology. 


Sterilization in North Carolina. By Moya Woopsipr. 219 pages in- 
eluding index. Cloth. University of North Carolina Press. Chapel 
Hill. 1950. Price $2.50. 

This is a valuable review of the workings of North Carolina’s steriliza- 
tion law. This law, like all others authorizing involuntary sterilization ot 
mentally diseased, feebleminded or epileptic persons for eugenic reasons, 
has been regarded with considerable skepticism by many psychiatrists and 
other scientists doubtful of the biological soundness of such a procedure. 

The author is a research assistant at the Institute for Research in Social 
Science at the University of North Carolina. Possibly because she has 
spent most of her professional life in England and Northern Ireland, her 
report appears not only to be objective but to have almost a total lack of 
fanaticism. It is no endorsement of her conclusions to say that this report 
should be read by all social scientists. In particular, this reviewer would 
eall attention to the author’s chapter on sterilization and social planning, 
with particular reference to her remarks on misconceptions and unfounded 
claims. 
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Psychoanalysis and the Social Sciences. Géza Réheim, editor. 329 
pages. Cloth. International Universities Press. New York. 1950. 
Price $7.50. 


Roéheim’s second annual compilation of articles relating to psychoanalysis 
and the social sciences is another stimulating collection. Introduced by 
Raymond de Saussure with an essay on psychoanalysis and history, the 
volume includes sections on anthropology, esthetics, history and sociology. 
Marie Bonaparte, George Devereux, Warner Muensterberger and the edi- 
tor himself make distinguished contributions to the section on anthropol- 
ogy. Marie Bonaparte’s paper is a provocative one on the widespread but 
little studied custom of excision and its relationship to frigidity. Rdéheim 
contributes a scholarly, documented and penetrating article on the ‘‘postu- 
late of modern anthropology that a culture should be explained in its own 
terms. ’? This, says Réheim, ‘‘is the same thing as saying that the 
patients’ rationalizations should be accepted and no further interpreta- 
tion should be attempted.’’ He presents evidence intended to show that 
modern anthropologists have a ‘‘definite scotomization of the oedipus com- 
plex.’’ The assumption that the complex is universal, he adds, does not 
necessarily imply the theory of the inheritance of acquired characters. 
This essay in particular is worth the attention of the psychotherapist who 
must deal with the Oedipus complex in individuals. The essays under 
history and sociology should be of special interest to all who desire light 
on the modern phenomena of totalitarianism. 


The San Quentin Story. By Warpen Cuinton T. Durry as told to 
Dean Jennings. 253 pages. Cloth. Doubleday. Garden City. 1950. 
Price $2.75. 


Warden Clinton T. Duffy was born at San Quentin prison, went to 
school there, married a guard’s daughter and has spent nearly all of his 
adult life there. He has seen the institution turn from a hell-hole into a 
prison run with enlightenment and humanity, turned back into a hell-hole 
and back toward enlightenment again. For the present state, in which San 
Quentin has been recognized all over the world as a model institution, Duffy 
himself is responsible. 

When Duffy was made warden, after the breakdown of a hard-boiled re- 
gime, he re-discovered that convicts were human beings—as Pinel had dis- 
covered that mental patients were human a century and a half before. 

Duffy ’s report of what he did and why he did it is of interest not only to 
forensic psychiatry but to psychiatry in general, as our medical specialty 
—like penology—deals largely with men and women behind walls. Duffy 
established a handicraft movement equivalent to hospital occupational ther- 
apy, and he encouraged the activities of Aleoholics Anonymous. 
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Psychiatrists have seen much discussion of the problem of the psycho- 
path and its apparent hopelessness. Duffy’s book would seem to indicate 
that the majority of our convicts are not hopeless psychopaths but more 
nearly average human beings for whom treatment and hope of rehabilita- 
tion is possible. He has found also, as noted often, that many of the prison 
inmates are severe neurotices or frank psychotics—and he cites instances of 
psychosis from the San Quentin ‘‘death row.’’ Like most humanitarians 
who have been forced into personal contact with executions, he is opposed 
to the death penalty. 


He has much of interest to say on the indeterminate sentence. He be- 
lieves there is a ‘‘eritical point’’ up to which imprisonment may act as a 
deterrent to crime and that after that point ‘‘every additional hour is 
wasted and destructive punishment.’’ He thinks many a man, now in 
prison too long for rehabilitation, ‘‘could have been salvaged ten or twenty 
years ago.’’ This last view is certainly well worth considering in any psy- 
chiatrie appraisal of the treatment of crime. 


How to Be Happy Though Young. Real Problems of Real Young 
People. By Grorge Lawton. xx and 300 pages. Cloth. Vanguard. 
New York. 1949. Price $3.00. 


The author of Aging Successfully, has produced another significant vol- 
ume, How to Be Happy Though Young, as a kind of corrollary to his 
other writings. He is a consulting psychologist who promulgates wisely 
the fundamentals of his views. In this latest book, Dr. Lawton—who has 
served as teacher of psychology at New York University, the University of 
North Carolina, Yeshiva University, and the New School for Social Re- 
search—deals with the adolescent or near-adolescent, ‘‘those young people 
suspended between safe childhood and tempting but perilous maturity.’’ 
With insight and in interesting style, he writes on the moods of people, 
memories and fears, the science of mental fitness, the well-adjusted person, 
family relationships, problems of sex, the meaning of friendship, prepara- 
tion for careers, and, finally, on school, on society, and on the relationships 
of youth to the universe. 


The scope is great; the breadth of contents is inspiring; the subject mat- 
ter is handled exceptionally well by the author. [Tow to Be Happy Though 
Young is a kind book to youth; it is not patronizing; it is fair-minded in 
its approach; it is written as a tribute to the intelligence, even the wisdom, 
of youth. It is based on a profound knowledge of human nature, and is 
honest in its appraisals, but it has been designed for the parents of youth, 
too, and it is highly recommended to all who want more information about, 
and greater insight into, parent-child relationships. 
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A Handbook of Human Relations. By Evererr R. Ciincuy. x and 
146 pages. Paper. Farrar, Straus. New York. 1949. Price $2.00. 

Dr. Everett R. Clinchy is a man convineed that America was built on 
faith in God and in the dignity of man; and that prejudice in any form 
endangers all the progress America has made in science, industry, health, 
ease, and security for all. This viewpoint he reiterates in A Handbook of 
Human Relations. President of The National Conference of Christians 
and Jews, he discusses interestingly and succinctly the physical facts about 
people, the differences in human intelligence, the cultural differences among 
individuals, the meaning of learning to deal with people. 

Dr. Clinchy concludes that the causes for prejudice are clear and are 
based chiefly on the fallacies of racial, physical, intellectual, cultural and 
religious: differences. The remedy for prejudice is, according to this re- 
markable social thinker, a widespread knowledge of the value of teamwork 
and of the causes of prejudice—knowledge which, he holds, will stop the 
devastation of bigotry in industry, commerce, education, the professions, 
and in America generally. 


The Man Who Made Friends with Himself. By CuristopHEerR Mor- 
LEY. 275 pages. Cloth. Doubleday. Garden City. 1949. Price $3.00. 


This excursion into the emotional this-and-that is chronicled for his ex- 
tremely female psychoanalyst by a fifty-ish New York literary agent who 
lives in Long Island; has analytic sessions with the dictionary under the 
couch and the lady analyst on it; writes Yoetry (a practised slip of a type- 
writer key) ; cracks wise; makes obseure literary references; goes to bed 
with his seeretary ; pursues a mysterious stranger who appears to be him- 
self; has preoccupations with eating, drinking, eliminating, and the inter- 
nal female reproductive organs; conducts long and sometimes alcoholic 
conversations with his colored cook and a neighboring tycoon; and departs 
this life in a slightly unnecessary restaurant fire. The dust jacket and 
title page agree in calling this production a novel—which, under the eir- 
cumstances, is a useful bit of information. 

Morley’s protagonist has a cat named ‘‘chiaroscura’’ and commonly 
ealled ‘‘Chiropody,’’ with two kittens named ‘‘Shall’’ and ‘‘Will’’ be- 
cause so few people know them apart. He keeps two stools before his fire- 
place so he can fall between them; he quotes Sir Thomas Brown, George 
Herbert, and Rosie, madam of a Philadelphia whorehouse, who ‘‘gave all 
her girls a talk about both poetry and prophylaxis every week.’’ His psy- 
choanalyst is his business backer, a dream of all fair women, equipped 
with intellect, inkblots, T. A. T., a nice taste for aleohol and a completely 
uninhibited delight in physical sex. And if this is a psychiatric cartoon 
unapproached in literature since Mickey Spillane’s blonde murderer in 
I the Judy, Morley is Morley, not Spillane. 
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And Morley is whimsey, pure armor-plated whimsey of the well-known 
whim-of-iron family. This reviewer misses the famous kennel, Bombay 
duck (if recollection is not at fault), and Sir Kenelm Digby; but the more 
durable Morley ingredients are all traceable in the alloy—made malleable 
by the uneanny Morley insight and hardened only a bit too much by the 
usual Morley ham-acting. After which, it seems appropriate to note that 
the reviewer doesn’t know what this book is about and doubts very much 
if the author does either. It may be noted that any psychologically-liter- 
ate reader who can take the Morley whim in allopathic dosage will not 
only find its reading profitable but will find it very difficult indeed not to 
enjoy it. He will also, of course, note spots where the piling of whim on 
whim makes everything just too, too cute for words. 


The Family in a Democratic Society. Anniversary Papers of the Com- 
munity Service Society of New York. 287 pages. Index of articles 
and contributing authors. Cloth. Columbia University Press. New 
York. Geoffrey Cumberlege, Oxford University Press. London, 
Toronto and Bombay. 1949. Price $3.75. 


This is a publication of the scientific papers prepared for the 1948 anni- 
versary program of the Community Service Society of New York. These 
are grouped in two sections and should be of interest to any professional 
worker concerned with the physical, mental and social well-being of the 
individuals which comprise the family. 

Part I, ‘‘Human Relations in Science and Practice,’’ includes papers 
devoted to the individual and the family as a social unit and covers eco- 
nomie factors; personal interactions and growth; child rearing, and ado- 
leseence—with problems and responsibilities of the family and the com- 
munity. Part II, ‘‘Health and Family Life,’’ is given over to the dis- 
eussion of health, meaning not only the consideration of the prevention 
and alleviation of disease or injury, but the attainment of physical, mental 
and social well-being. Emphasis is placed on the need for children to 
reach maturity physically healthy and strong, and even more important, 
emotionally stable and secure. A chapter of this section is devoted to the 
Peckham Experiment, ‘‘an experiment in human biology,’’ being con- 
ducted in a selected area of London, which is ‘‘trying to answer the ques- 
tion of what health is and how it is sustained.’’ Frequent reference is 
also made to this experiment by various writers in the discussion of medi- 
cine and nutrition in relation to health. Several authors urged that mod- 
ern education be extended to training in social sciences, as well as biologi- 
eal sciences, for all professional workers. 

The book in its entirety is very readable for laymen as well as profes- 
sionals; and, while there is some repetition in the subject matter, this does 
not greatly detract from the general excellence of the publication. 
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Inner Harbor. By Freperick WicHt. 308 pages. Cloth. Atlantic- 
Little, Brown. Boston. 1949. Price $3.00. 


The psychoanalyst in this rather sorry novel relieves his patient’s neu- 
rosis, then, instead of terminating her transference, decides (1) to seduce 
her, (2) to marry her, supposing the seduction is successful. He is an 
interesting fellow, this analyst. He lacks that ‘‘familiar raw dry Anglo- 
Saxon decency [sic!].’’ He has ‘‘dark and prominent eyes,’’ from which 
there comes a ‘‘dark, vivid gaze.’” When he was in sport shirt and shorts, 
it was observed that ‘‘he had a great deal of black hair at his throat and 
on his legs and his belt buckle was a trifle embedded. . . . his vitality had 
an incongruous unwholesome quality; his sensuality was buttered over 
him like sensuous conversation instead of being rooted deep inside.’’ Con- 
sider the contrast to Dan Edwards of old Cape Cod (Anglo-Saxon?) stock, 
‘*big and solid, with a round head and gray eyes set wide apart . . . work 
shirt sweat-stained under the arms . . .’”’ Dan had ‘‘aecepted naturally 
and early the sexual invitations of adolescence,’’ including incidentally 
those of the heroine of this tale. 

The moral to this extraordinary yarn appears to be that the sun, the sea 
and the wind—to say nothing of one’s boyfriend of adolescence-—are bet- 
ter for a girl than unwholesome, un-Anglo-Saxon Freudianism. One 
might leave this sort of thing without comment to its undiscriminating 
readers, were it not for the fact that some of the author’s writing is sur- 
prisingly better than the excerpts quoted and that he has at least a few 
flashes of something resembling insight. That is, his background is au- 
thentic enough and his characters—though by no means real are close 
enough to reasonable facsimiles of people to lend his book a certain per- 
suasiveness. Inner Harbor is, thus, not simply to be ignored; it is to be 
censured, as dangerous misrepresentation of professional psychoanalytic 
procedure and methods. 


Shadow of Madness. By Hucu PENTEcost. 212 pages. Cloth. Dodd, 
Mead. New York. 1950. Price $2.50. 


Dr. John Smith, Hugh Pentecost’s very believable psychiatrist, stumbles 
into a summer camp where the host, tortured beyond endurance by a black- 
mailer, is holding his guests prisoner at machine-gun point. The ulti- 
matum is that either the blackmailer must be discovered or all will die. 
Dr. Smith, having happened into the party, joins the group perforce. The 
steps he takes to unravel the mystery and so save his own and the others’ 
lives, make up the story. 

This reviewer finds it plausible and thinks personally that it is sound 
psychologically, without belaboring psychiatric techniques unduly. He 
thinks most workers in our field will enjoy it—and find it baffling. 
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The Nature and Direction of Psychiatric Nursing. By THERESA 
Grace Muuuer, R. N., A. M. 379 pages. Cloth. Lippincott. Phila- 
delphia. 1950. Price $5.00. 


Miss Muller’s treatise is timely and deals with current trends in pro- 
fessional psychiatric nursing. The book fills a definite need, especially 
for giving perspective to advanced students in this field, and it should 
prove to be historically valuable from this standpoint. It has brought 
together source material on the varying philosophies and the common ele- 
ments of thought found among nursing and other allied professional groups 
concerned with developing an adequately prepared number of nurses to 
provide for this aspect of the nation’s health. 

The style, organization and make-up of the book are somewhat unusual 
because of the amount of space devoted to reference and bibliography. 
Less interjection of quoted material in the text might make for a more 
direct and effective presentation. Certain phases of psychiatric nursing 
are clearly set forth, while others are dealt with meagerly as, for instance, 
the nurse’s responsibilities in the area of occupational therapy and in 
community aspects of psychiatric nursing. However, this is quite obvi- 
ously not intended by the author as a text in psychiatric nursing tech- 
niques. Its use for basic students would most probably be limited to ref- 
erence material for certain courses involving aspects of interpersonal re- 
lationships and professional adjustments. 

Miss Muller makes it clear that essential psychological growth of the 
student nurse for dealing with severely maladjusted individuals cannot 
be assured in a three-month or a four-month course. She states: ‘‘It may 
be approximated when a process of gradual self-unfolding has begun with 
the selection of a candidate suitable for nursing. Before the experience in 
psychiatric nursing, this candidate will need to receive guided experiences 
in the psychological aspects of general nursing and of her own self.’’ 

The author reveals her own unusually fine understanding of interper- 
sonal relationships and emphasizes this as the major function of the psy- 
chiatric nurse. She has made an excellent contribution to the professional 
literature dealing with broader conceptions in the eduéational programs 
which prepare personnel for service in this extremely important area of 
health. 


Loving. By Henry GREEN. 248 pages. Cloth. Viking. New York. 1949. 
Price $3.00. 


This rambling novel has had a good deal of praise; and this reviewer 
thinks it is considerably over-rated. Green has strung together philosophi- 
eal notes and essays on a very slender thread of so-called realistic—that is, 
servant-hall—fiction. The reviewer thinks that psychologically and ar- 
tistically the result is too innocuous for words. 
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Basic Principles of Psychoanalysis. By A. A. Britt, M. D. 298 pages 
including index. Cloth. Doubleday. Garden City. 1949. Price $3.45. 


This revision of a long-standard work by the late Dr. A. A. Brill was 
nearly completed shortly before his death in February 1948. According 
to his wishes, it was edited and completed by his friend, Dr. Philip Lehr- 
man, who says in a prefatory note that he found ‘‘very little left for me 
to do.”’ 

Dr. Brill noted in his first edition in 1921 that his material was derived 
from lectures given in his elementary course at the department of peda- 
gogics at New York University. Consequently this work has been, through 
the years, a basic volume for the educated non-medical reader. 

The present edition is adapted for general reading rather than text- 
book use. The author takes us through a general discourse on the cathar- 
tie method of treating mental disorder, the psychology of forgetting, the 
psychopathology of everyday life, the dream and many other psychological 
topics. There is an excellent final chapter on the selection of vocations 
which all parents would do very well to read. The book as a whole is a 
survey for the general reader of what is known about the workings of the 
human mind as seen from the psychoanalytic point of view. It cannot be 
too highly recommended as introductory reading. 


The American Mind. An Interpretation of American Thought and 
Character Since the 1880’s. By Henry STEELE ComMMAGER. ix and 


476 pages. Cloth. Yale University Press. New Haven, Conn. 1950. 
Price $5.00. 


With Santayana’s thesis, ‘‘To be an American is of itself almost a moral 
condition, an education, and a career,’’ as an introduction to his volume, 
Henry Steele Commager has written an analysis—historical, sociological, 
psychological, literary—The American Mind: An Interpretation of Amer- 
ican Thought and Character Since the 1880’s. To be sure, Professor Com- 
mager is mostly the historian, rather than a psychological critic; at least, 
this present volume amounts more to a prolegomenon to American thought 
than an interpretation of the American mind. 

According to Dr. Commager, there is a distinctively American way of 
thought, character, and conduct. Throughout his volume he attempts to 
substantiate this view; and early admits his indebtedness to the thought of 
V. L. Parrington in this regard. The American Mind treats of literature 
and journalism, of pragmatism and determinism, of traditionalism and 
religion, of the science of society and the new economics, of literature as 
revolt and as historical literature, of the science of politics and the appli- 
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eations of political theory, of American law and the jurisprudence of men 
like Pound and Holmes, and finally, of the twentieth century American in 
all his individual aspects. The period covered ranges from about the 
mid-80’s of the nineteenth century to nearly the present time, that is 
somewhere in the 1940’s. 

The American Mind is a vast undertaking in analytical and historical 
thought. Professor Commager, who is of Columbia University, includes 
in his significant volume the work and writings of philosophers, psycholo- 
gists, clergymen, novelists, poets, and men of letters. Many of his selec- 
tions are rather subjective, even personalistic; but, generally, his array is 
representative in its selectivity. The author is not content to think things 
out for himself; he also reflects on the interpretations other historians give 
to the matter at hand. 


The American Mind does not fully live up to its broad title, but it does 
give sufficient evidence of the author’s passionate belief in and espousal of 
the lasting qualities of democratic principles. In a sense, the work of 
Brogan in The American Character is somewhat more significant, although 
the emphasis is of a different nature, to be sure; but Professor Commager’s 
treatise does express staunch opinions and many shrewd observations. 
While not the most definitive work in the field, this book should serve as a 
worthwhile introduction to the facets of American thinking and the forces 
underlying and undergirding it. 


Freud: Dictionary of Psychoanalysis. By NANnpor Fopor and FRANK 
Gaynor. 208 pages. Cloth. The Philosophical Library. New York. 
1950. Price $3.75. 


A dictionary-form collection of Freud’s statements is long overdue, and 
extremely difficult to compile. The reasons are first, the vastness of the 
material—more than 6,000 printed pages; second, the development of 
Freud’s ideas, leading to changes and frequent reformulation. The latter 
difficulty can be met only by giving a chronological report under each 
term. This is not done in the present, very small, volume. The result 
is that the book may be of use to the specialist who looks quickly for a 
quotation. 


The student or layman will not get a precise answer to his questions. 
Moreover, some topics are extremely cursorily dealt with; e. g., exhibition- 
ism and voyeurism. The former is not clarified (double identification be- 
tween exhibitionist and voyeur) ; voyeurism is not even defined. Under 
‘‘repetition compulsion,’’ the mechanism of active repetition of passively- 
endured experiences in ‘‘unconscious repetition compulsion’’ is not men- 
tioned. And soon... 






























BOOK REVIEWS 185 


Halloween Through Twenty Centuries. By Rap and ADELIN 
Linton. 108 pages with index. Cloth. Schuman. New York. 1950. 
Price $2.50. 

Ralph and Adelin Linton contribute to the ‘‘Great Religious Festivals’’ 
series a readable and informative treatise on what the sociologists call the 
‘*degenerate holiday’’ of Halloween. The 20 centuries of its history trace 
the festival from the cruel and solemn religious rites of the Druids in 
honor of Samhain, Lord of the Dead, to the children’s game of today, 
‘*Trick or Treat.’’ Halloween is a survival, in distorted ‘‘dream’’ form, 
of ceremonials which once held great significance in a more childlike era 
of mankind. Traced to their sources, the goblins and the witches represent 
powerful primitive emotional forces, now reduced to masques in a tradi- 
tional play. 

This book is of professional interest and is a thoroughly professional 
work—although it is written for general reading and references and docu- 
mentation are thus almost completely omitted, which is unfortunate from 
the scientific point of view. Ralph Linton, however, is a cultural anthro- 
pologist of high standing, at present president of the American Anthro- 
pologieal Association and the author of numerous strictly scientifie works. 
Halloween Through Twenty Centuries may thus be relied upon as a fae- 
tual discussion. 

Psychiatrie interpreters of the witchcraft phenomena should be inter- 
ested in noting Linton’s treatment of devil worship as primarily a sur- 
vival of paganism, with participation by psychotics, neurotics, psycho- 
paths and other severely or slightly deranged persons a secondary phe- 
nomenon. Those who recall the holiday in our country districts half a 
century or so ago will enjoy the authors’ summing up of its present com- 
parative inoffensiveness. They observe: ‘‘It has been suggested that the 
prevalence of indoor plumbing has taken much of the sport out of Hal- 
loween.’’ 

The reviewer presumes he should add that any ‘‘general reader’’ should 
be able to rig up a splendid Halloween party along thoroughly traditional 
lines after reading the Lintons’ account of Halloween observances. 


The Cocktail Party. By T.S. Exior. 190 pages. Cloth. Harcourt, 
Brace. New York. 1950. Price $3.00. 

Psychiatrie interest in Eliot’s famous play centers, of course, on the 
psychiatrist who is not a psychiatrist but a mystic. Some people take 
roads to crucifixion, some to the making of ‘‘B’’ pictures, and some give 
cocktail parties. If there is an allegory in Eliot’s play, it seems to be that 
the destination is less important than the choice of the road. The Cocktail 
Party is, of course, a model of polished literacy. It is also a powerful in- 
vocation of the emotions. As such, those who have lacked the opportunity 
to see it, may find it worth while to make the opportunity to read it. 
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gist at Maryland General Hospital in 1914 and with the State Hospital 
for Mental Diseases at Crownsville, Md., from 1915 to 1917. Later he 
was associate in psychiatry at Phipps Psychiatrie Clinic, Baltimore, and 
neuropathologist at the surgeon general’s laboratory in Washington. He 
became pathologist at St. Elizabeths Hospital, Washington, in 1919 and 
was director of laboratories there in 1935 when he became associate direc- 
tor of the Neurological Institute, New York City, leaving there to become 
director of the Psychiatrie Institute. 

He is a fellow of the American Psychiatrie Association, a member of the 
International Psychoanalytie Association and of the American Psycho- 
analytic Association, and of numerous other professional societies. He is a 
diplomate in both psychiatry and neurology of the American Board of 
Psychiatry and Neurology, and holds a number of consultant and advisory 
positions. Dr. Lewis is author of several books and numerous scientific 
articles, including two books on dementia precox. He is editor of the 
Yearbook in Psychiatry, managing editor of the Journal of Nervous and 
Mental Disease, the Psychoanalytic Review, the Nervous and Mental Dis- 
ease Monograph Series, and the Quarterly Journal of Child Behavior. 

Dr. Lewis was married to Anna I. Horn in 1920 and has a son and a 
daughter. His home is in New York City. 
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PAUL HAUN, M. D., Med. Se.D. Dr. Haun, a graduate of the College 
of Physicians and Surgeons, Columbia University, received his specialized 
training at the New York Neurological Institute, the Boston Psychopathie 
Hospital and Worcester (Mass.) State Hospital. He was an instructor in 
neurology at Columbia University and in psychiatry at Harvard before 
returning to his home in Colorado. Medical director of Mt. Airy San- 
itarium in Denver prior to 1942, he saw service with an affiliated general 
hospital in the South Pacifie during World War II. 

For the past five years Dr. Haun has been chief of the Hospital Con- 
struction Unit of the Psychiatry and Neurology Division, United States 
Veterans Administration. His book, Psychiatric Sections in General Hos- 
pitals, an architectural guide to the principles of psychiatric construction, 
was recently published. Dr. Haun has contributed previously to THE 
PSYCHIATRIC QUARTERLY. 
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NEWTON BIGELOW, M. D. 


Newton Bigelow, M. D., was named commissioner of the Department of 
Mental Hygiene of the State of New York by Governor Thomas E. Dewey 
on June 29, 1950. Dr. Bigelow is director of Marey State Hospital and 
editor of THE PsyCHIATRIC QUARTERLY and THE PSYCHIATRIC QUARTERLY 
SUPPLEMENT. He had been acting commissioner of mental hygiene since 
April 3 and has been inactive as Marcy director and as QUARTERLY editor 
since that date. Dr Bigelow has been with the New York State hospital 
system since 1929 when he joined the staff of Utica State Hospital. He 
was first assistant physician at Pilgrim State Hospital in 1943 when he was 
promoted to director and assigned to service, first as assistant, then as 
deputy, commissioner of the department. He became senior director of 
Marcy in 1945 and was named acting commissioner of mental hygiene last 
April to sueceed Commissioner Frederick MaeCurdy, M. D. Dr. Bigelow 
was senior member of the editorial board of THE QUARTERLY and THE 
SUPPLEMENT when he succeeded the late Dr. Richard H. Hutchings as 
editor at the latter’s death on October 28, 1947. 


Dr. Bigelow, born in London, Ontario, in 1904, was graduated from the 
medical school of the University of Western Ortario in 1926. He joined 
the New York State hospital system after completion of a general intern- 
ship. He is a diplomate in both neurology and psychiatry of the American 
Board of Psychiatry and Neurology. He is author or co-author of a number 
of scientific papers relating to personality in functional and alcoholic dis- 
orders, psychosomatic pathology, family eare, shock therapy, and adminis- 
tration. He is a member of the American Psychiatrie Association and 
other professional societies. Dr. Bigelow lives in Marey, N. Y.; he is 
married and has three daughters. 








O. A. KILPATRICK, M. D. 


Dr. O. A. Kilpatrick, director of Rochester State Hospital since April 16, 
1949, was appointed senior director of Hudson River State Hospital on 
August 1, 1950 by Commissioner of Mental Hygiene Newton Bigelow, M. D. 
Dr. Kilpatrick, born in Shelburne, Ont., studied at University College and 
the Faculty of Medicine at the University of Toronto, from which he re- 
ceived his medical degree in 1928. After an internship, he entered New 
York State service at what was then the Marcy division of Utica State Hos- 
pital. Transferred to Rockland State Hospital in 1935, he became acting 
director of clinical psychiatry there and later served in the same capacity 
at Willard State Hospital. 


During World War II, Dr. Kilpatrick was chief of the neuropsychiatric 
division of Walter Reed General Hospital. He returned to state service as 
assistant director at Rockland, later served as medical inspector and as 
administrative assistant to the commissioner of mental hygiene in Albany. 
He returned to Rockland in September 1947 and was promoted to associate 
director of that hospital later that same year. When Dr. Russell E. Blais- 
dell retired as senior director in July 1948, Dr. Kilpatrick became acting 
director at Rockland and served in that eapacity until his appointment as 
head of Rochester. 


Dr. Kilpatrick is a member of the American Medical Association and of 
the American Psychiatrie Association. He is married and has three sons. 
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HAROLD H. BERMAN, M. D. 


Dr. Harold H. Berman, assistant director (administrative) of St. Law- 
rence State Hospital, was named director of Willowbrook State School, 
Staten Island, N. Y., February 1, 1949 by Commissioner Frederick Mac- 
Curdy, M. D., of the New York State Department of Mental Hygiene. 


Dr. Berman was born in Boston, received his bachelor’s degree from Har- 
vard and was graduated from Tufts Medical School in 1925. He entered 
the New York State service as an intern at St. Lawrence State Hospital in 
1926 and remained there until his appointment to Willowbrook, except for 
four years of naval service during World War II. He was discharged with 
the rank of commander, M. C. V. (S) USNR. Dr. Berman is a member of 
the American Psychiatrie Association and other professional organizations. 
He is a diplomate in psychiatry of the American Board of Psychiatry and 
Neurology. He is a Mason, and is past exalted ruler of Ogdensburg Lodge 
of Elks. Dr. Berman is married and has three children. 











ISAAC N. WOLFSON, M. D. 


Dr. Isaac N. Wolfson, assistant director (administrative) of Manhat- 
tan State Hospital, was named director of Newark State School, Newark, 
N. Y., on January 9, 1950 by Commissioner of Mental Hygiene Frederick 
MacCurdy, M. D. Dr. Wolfson was graduated from the Syracuse Univer- 
sity College of Medicine in 1922. He had two years of general hospital work 
followed by seven years of private practice in Syracuse before entering the 
state service at Hudson River State Hospital. He was in charge of out- 
patient, community and child guidance clinics at Hudson River when he 
became assistant director at Manhattan in 1943. In 1946 he took charge of 
the resident program at Manhattan for postgraduate students of the Colum- 
bia University Psychoanalytic Clinie for Training and Research. He also 
served as associate consultant psychiatrist of that clinic and was associate 
in clinical psychiatry at the New York Medical College. 


Dr. Wolfson is married to the former Ethel Shapero of Syracuse. Mrs. 
Wolfson is a trained social worker, and both Dr. and Mrs. Wolfson have 
been interested in community activities. Dr. Wolfson was a member of the 
board of directors of the Family Welfare Society and of the Jewish Com- 
munity Center of Poughkeepsie and a member of the Poughkeepsie Council 
of Social Agencies. Mrs. Wolfson was a worker in the welfare department 
and a volunteer worker with the American Red Cross. The Wolfsons have 
one daughter who is now a student at Newark High School. 
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ROBERT C. HUNT, M. D. 


Dr. Robert C. Hunt, assistant director of Rochester State Hospital, was 
appointed director of St. Lawrence State Hospital, Ogdensburg, N. Y., on 
March 1, 1950 by Commissioner of Mental Hygiene Frederick MacCurdy, 
M. D. Robert Hunt was born in Egypt in 1905, a son of the Reverend 
James G. Hunt, a missionary and theological seminary professor. His ele- 
mentary school education was at Cairo and at Cambridge, N. Y. He at- 
tended high school at Cambridge, Monmouth, Ill., and Ben Avon, Pa., 
where he was graduated in 1921. He was graduated from Westminster Col- 
lege, New Wilmington, Pa., in 1925. From 1925 to 1927 he was a biology, 
algebra and French teacher and an athletie coach in Pennsylvania high 
schools. He was graduated from the University of Pennsylvania School of 
Medicine in 1931. After internship at Bryn Mawr (Pa.) Hospital, he 
served as a resident in psychiatry at Strong Memorial Hospital, Rochester, 
N. Y. He joined the New York State service as a medical intern at Bing- 
hamton State Hospital in 1933. In 1934 and 1935 he was a fellow in psy- 
chiatry at the Institute of the Pennsylvania Hospital, Philadelphia. He 
went to Rochester State Hospital in 1935. 


Dr. Hunt served with the army from 1942 to 1946. He received the 
Army Commendation Ribbon for his work in organizing and operating a 
mental hygiene consultation service in the Infantry Replacement Training 
Camp at Camp Wolters, Texas. He is now a lieutenant-colonel in the medi- 
eal corps reserve. At Rochester Dr. Hunt served on the staff of the Univer- 
sity of Rochester School of Medicine and Dentistry and was assistant psy- 
chiatrist at Strong Memorial Hospital. He is a fellow of the American 
Medical Association and of the American Psychiatrie Association and is 
past president of the Monroe County Mental Hygiene Society, besides hold- 
ing memberships in other professional societies. He is author or co-author 
of a number of scientific papers dealing with theory, treatment and prog- 
nosis, including several publications in THE PsycHIaTRIC QUARTERLY. Dr. 
Hunt is a member of the Rochester Yacht Club and the Rochester Power 
Squadron. He was married to Dolly Cassidy of Burgettstown, Pa., in 
1929; they have two children. 











HENRY BRILL, M. D. 


Dr. Henry Brill, acting associate director of Pilgrim State Hospital, was 
named director of Craig Colony, Sonyea, N. Y., on June 1, 1950 by Com- 
missioner of Mental Hygiene Newton Bigelow, M. D. Dr. Brill has been 
with the New York State service since his graduation from Yale Medical 
School in 1932. Born in Bridgeport, Conn., in 1906, he attended the public 
schools of that city and was graduated from Yale College in 1928. He is a 
member of Phi Beta Kappa. 


Dr. Brill is a member of the American Psychiatrie Association and a 
diplomate in both neurology and psychiatry of the American Board of Psy- 
chiatry and Neurology. He is also a diplomate of the National Board of 
Medical Examiners. He is past president of the Long Island Psychiatrie 
Society and is author or co-author of a number of scientific papers on the 
various forms of shock therapy and on prefrontal lobotomy. Dr. Brill is 
married to the former Wenonah Beale. They have two children, Helen 
Elizabeth and Michael Henry. His hobbies are sketching, reading and 
bicycling. 
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NEWS AND COMMENT 





MANUAL ON RORSCHACH TEST REVISED AND ENLARGED 


The instruction manual for the Rorschach examination which is pub- 
lished by The State Hospitals Press has been revised and enlarged under 
the title of A Rorschach Training Manual. It is the third edition of a pub- 
lication by James A. Brussel, M. D., Kenneth S. Hitch, and Zygmunt A. 
Piotrowski, Ph.D., first brought out in 1942 and previously issued without 
a title. The present issue, 86 pages, paper-bound, sells for 75 cents, a price 
increase from 50 cents made necessary by the enlargement of the book and 
the increased costs of book publication. 

A Rorschach Training Manual consists of an article, illustrated with 
color reproductions of the Rorschach cards, by Dr. Brussel and Mr. Hitch, 
now entitled ‘‘An Introduction to Rorschach Psychodiagnosties in Psy- 
chiatry’’; and a paper by Dr. Piotrowski, ‘‘The Rorschach Compendium.”’ 
The original of the Brussel-Hitch article was written while both authors 
were in the army and first appeared in THE PsyCHIATRIC QUARTERLY of 
January 1942. It was revised in 1947 to meet the needs of civilian as well 
as military psychiatry, and was further rewritten and revised in July 1950. 

Dr. Piotrowski’s ‘‘Rorschach Compendium’’ was originally written in 
1947 to replace, in the training manual, his original paper, ‘‘A Compara- 
tive Table of the Rorschach Symbols,’’ which appeared in the January 
1942 issue of THE QuaRTERLY and was incorporated in the first Rorschach 
booklet. This was completely rewritten and greatly enlarged in July 
1950 when it was printed in THE PsycHIATRIC QUARTERLY preparatory to 
its inclusion in the present edition of the training manual. 

Dr. Brussel and Mr. Hitch were, respectively, chief of the neuropsychi- 
atric service and chief psychologist at the Station Hospital, Fort Dix, N. J., 
when their original paper was written. Dr. Brussel is now assistant direc- 
tor of Willard (N. Y.) State Hospital, and Mr. Hitch is a consulting psy- 
chologist in Tacoma, Wash., and director of research of the board of edu- 
cation of that city. Dr. Piotrowski is chief clinical psychologist of the 
New York State Psychiatrie Institute. He teaches at New York Univer- 
sity and Columbia University, where he is an associate in psychiatry at 
the College of Physicians and Surgeons. 
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BECKENSTBIN, YOUNG NAMED ASSISTANT COMMISSIONERS 

Nathan Beckenstein, M. D., assistant director of Brooklyn State Hos- 
pital, and Bascom B. Young, M. D., assistant director of Harlem Valley 
State Hospital, have been named assistant commissioners of the New York 
State Department of Mental Hygiene. The appointments are provisional 
and were made by Commissioner of Mental Hygiene Newton Bigelow, 
M. D. They were effective on May 1, 1950. 
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‘““BLONDIE”’ JOINS MENTAL HYGIENE CRUSADE 


Blondie, Dagwood and the rest of the Bumstead family have joined a 
mental health campaign promoted by the New York State Department of 
Mental Hygiene. The characters from Chie Young’s cartoon appear in a 
special Blondie comic book prepared for the Department of Mental Hy- 
giene through the co-operation of Joe Musial, educational director of King 
Features. The Department’s new books were distributed at the State 
Fair in Syracuse in September by life-size wooden statues of Blondie and 
Dagwood. The booklets are available without charge to recognized agen- 
cies and organizations interested in the promotion of mental health. Ex- 
plaining the use of comic books for mental hygiene purposes, Commissioner 
of Mental Hygiene Newton Bigelow, M. D., said: ‘‘In utilizing this 
sprightly medium for education we are reaching the same public that is 
reached by comics in general—cutting across all social and economic strata 
and embracing every age level.’’ 
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J. H. FALK, SOCIAL WORKER, DIES AT 69 


John Howard Toynbee Falk, widely known in social work in the United 
States and Canada for the last 44 years and a research worker on the staff 
of Amherst College, died at his home in Amherst, Mass., on April 14, 
1950. He was 69 years old. Mr. Falk, born and educated in England, 
first became engaged in social work at the Christodora House Settlement 
in New York City in 1906. In the following years he engaged in social 
work in the United States and Canada, served with the American Red 
Cross in the first World War, and for a time was director of the McGill 
School of Social Workers. He was campaign director in New York for the 
United China Relief when illness forced him to retire from active work in 
1946. 
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DR. KINDER HAS NEW MENTAL HYGIENE DEPARTMENT POST 


Elaine F. Kinder, Ph.D., psychologist, author and associate research sci- 
entist at the New York State Psychiatric Institute, was appointed by New- 
ton Bigelow, M. D., commissioner of mental hygiene, to the new position of 
supervisor of psychological intern service in the department on July 1, 
1950. Dr. Kinder’s duties call for supervision of psychological services of 
the department, besides rew responsibilities in the expanding psychological 
intern training program in which the Department of Correction and the 
Department of Social Welfare are co-operating with the Department of 
Mental Hygiene. 
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MEMORIAL ISSUE FOR DR. VAN OPHUIJSEN 


The Journal of Clinical and Experimental Psychopathology, of which 
the late Johan H. W. van Ophuijsen, M. D., was editor, will devote its Jan- 
uary 1951 issue as a memorial to Dr. van Ophuijsen who died May 31, 1950 
in New York City at the age of 68. Dr. van Ophuijsen was director of 
the new Creedmoor Institute for Psychobiologie Studies which was opened 
at Creedmoor (N. Y.) State Hospital last winter. Born in Sumatra and 
educated in the Netherlands, Dr. van Ophuijsen came to this country in 
1935 to teach at the New York Psychoanalytic Institute. 
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DELINQUENCY INSTITUTE AT ST. LAWRENCE UNIVERSITY 


The New York State Department of Mental Hygiene co-operated in con- 
ducting the first annual St. Lawrence University Institute on Delinquency 
and Crime at the university July 16 to 22, 1950. Donald W. Cohen, M. D., 
chief child guidance psychiatrist of the department, and Hester B. 
Crutcher, director of psychiatric social work, were among the speakers. 
The New York State departments of Correction and Social Welfare, the 
State Youth Commission and the Division of Parole also participated in 
the conference. 





JOHN MARK GLENN, SOCIAL WORKER, DIES AT 91 


John Mark Glenn, widely known as a pioneer in social work and a former 
general director of the Russell Sage Foundation, died in New York on 
April 20, 1950 at the age of 91. A practising attorney, Mr. Glenn was a 
member of the Supervisors of City Charities of Baltimore from 1898 to 
1907 when he was named general director of the Russell Sage Foundation, 
a position he held until 1931. He was eredited with having built up the 
foundation’s program of research, demonstration and consultation, and of 
being responsible for its child welfare and child-placing services. 
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MARYLAND GETS EPILEPSY AID GRANT 


The Children’s Bureau of the Federal Security Agency has announced 
a special grant to the health department of the state of Maryland in what 
is described as the first comprehensive state-wide program in aid of epilep- 
tic children. Two medical schools are to supply specialists for two diag- 
nostie clinics in Baltimore for the referral of children from the entire 
state. Referral to the central clinics, as well as the supplying of prescribed 
drugs, will be carried out by the county health departments. 





